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PREFACE 
I was asked what my philosophy of life was that enabled me to 
perform a task that was as formidable as this one seemed to be. My 
answer can best be stated in the words of Theodore Parker in one of 
his last writings. 
Several times in my life I have met with what seemed worse 
than death ..• yet my griefs all turned into blessings; the 
joyous seed I planted came up discipline and I wished to tear 
it from the ground, but it flowered fair and bore a sweeter, 
sounder fruit than I expected from what I set in earth. As I 
look over my life I find no disappointment I could afford to 
lose; the cloudy morning has turned out the fairer day; the 
wounds of my enemies have done me good. So wondrous is this 
human life, not ruled by fate but Providence, which is Wisdom 
married unto Love, each infinite ...• This progressive de-
velopment does not end with us; we have seen only the beginning, 
the future triumphs of the race must be vastly greater than all 
accomplished yet. In the primal instincts and automatic de-
sires of man, I have found a prophecy that what he wants is 
possible, and shall one day be actual. It is a glorious future 
on earth which I have set before your eyes and hopes. What 
good is not with us is before, to be attained by toil, thought, 
and religious life (Tyler, 1944, p. 63). 
Miss Tyler taught me early American History when I first came to 
this country. She fervently believed that the combination of the hard-
ships endured by the early Americans, and the freedom's ferment within 
their souls, created the inner experiences that gave us our rich heri-
tage--a heritage that spurs us on in the continuous search of truth 
that will lead to greater freedom. This work is a tribute to teachers 
such as Alice Felt Tyler, Professor, Department of History, University 
of Minnesota, who possessed the rare quality of being able to instill 
in her students a firm belief in the past and a sound faith in the 
future. 
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INTRODUCTION 
I. Statement of the Problem 
This study will attempt to explore the problems of a total 
psychotherapeutic approach to the schizophrenic patient, where the 
doctor and the nurse combine their efforts over an extended period of 
time to help the patient. More specifically, it will be focused pri-
marily on doctor-nurse conflict as it evolves in the treatment of an 
individual patient, the attempts to actively intervene and resolve 
such conflict, and the manner in which this affects patient behavior. 
Other variables to be explored are disturbances observed on the ward 
and losses or other stress situations, both in the personal life of 
the patient and in the therapy setting (i.e., psychotherapy and nursing 
therapy), particularly as they affect patient behavior and as they may 
be interrelated with each other and with the conflict between the 
doctor and the nurse. 
This~study developed out of a situation in which a first-year 
psychiatric resident and a nurse therapist, who was a first-year stu-
dent in the doctoral program in nursing, were engaged in co-therapy in 
a small teaching and research hospital with a single patient over a 
period of two years. In this context a serious conflict developed be-
tween the resident and the nurse regarding the appropriate therapeutic 
approach to this patient, A concerted effort was made to study this 
problem in order to find a satisfactory resolution. This involved a 
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diagnosis of the problem, a study of its origin, the manner in which 
it appeared to be propagated by the social system, the manner in which 
it appeared to be instigated by the patient's pathology, and the man-
ner in which the two therapists participated in it. 
Both the conflict and the efforts directed toward its resolu-
tion appeared to have a profound effect on the patient's therapeutic 
progress and her reactions to other stress situations. Hopefully, a 
detailed exploration of this situation will highlight certain signals 
which indicate some means of intervention whereby tensions may be les-
sened or resolved so that treatment may proceed more constructively. 
In the process of studying the conflict, the investigator became con-
cerned about other factors within the environment that might be as-
sociated with changes in the patient's behavior, which should be taken 
into consideration in the exploration of causal relationships. 
While the above problem may be unique in some ways, it has many 
parallels in other similar situations. The potentials for conflict 
exist whenever two people get together to help a third person, and pre-
sumably there are sufficient similarities between such conflicts--
their mode of development and the effects they have on individuals in-
volved--that certain guidelines may be developed that will be useful 
in other situations. 
Throughout this study it became increasingly evident that the 
patient was restructuring and reliving her early life experiences at 
home, within the therapy setting. However, it was not until the study 
was nearing its conclusion that the patient expli~itly expressed an 
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association between the conflict at home and the conflict as enacted 
by the doctor and the nurse. Following this there seemed to be a 
marked change in the patient's level of anxiety and the progress she 
made in therapy. 
II. Review of the Literature 
A. Psychiatry and Therapeutic Milieu. In order to develop a 
theoretical framework for this study in relation to existing theories 
in social psychiatry and psychoanalytic psychotherapy, pertinent lit-
erature in these two areas will be reviewed. No clear-cut lines of 
distinction, however, can be drawn between these two areas since they 
seem very closely interrelated--what goes on in the environment is 
brought into individual therapy and what goes on in individual therapy 
is lived out in the social environment, each interacting with the 
other. They cannot be viewed as isolated units. 
In reference to psychotherapy, until recently the assumption 
has frequently been made that the disturbed behavior exhibited by a 
patient in the treatment setting is associated primarily with the rela-
tionship between the patient and the therapist. In the past decade 
and a half, however, there has been a marked increase in the literature 
dealing with the therapeutic effect of the total institution (Stanton, 
1961). Traditionally, the psychotherapist has worked in the relative 
isolation of his office, with minimal interaction with the environment. 
Currently, increasing emphasis is being directed toward other vari-
ables which affect patient behavior and his therapeutic progress: the 
significance of conflict among personnel as a major factor causing 
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disturbances on the ward and in the individual patient (Stanton and 
Schwartz, 1954); the pertinence of patient interaction on the ward as 
it affects patient behavior (Caudhill, et al., 1952); crisis situa-
tions within the patient's personal life experience as this may result 
in disorganized behavior (Caplan, 1961); and the influence of the total 
therapeutic milieu as it affects patient progress (Jones, 1953; Bettel-
heim and Sylvester, 1948). 
Nursing therapy, on the other hand, developed out of the con-
text of the therapeutic milieu and has assumed from the beginning that 
. what happened with one patient could not be seen 
apart from what was going on in the ward as a whole .. 
The attempt to promote the recovery of a patient cannot be 
considered an isolated event; it occurs within the world 
of the hospital ward and is subject to its influences ... 
the tension that arises from the difficulty between a 
nurse and an aide permeates the ward and inevitably involves 
the patient (!Mellow, 1953, pp. 4, 78-80). 
Total milieu participation was considered an essential prerequisite 
for successful nursing therapy by the nurse therapist from its incep~ 
tion. The first exploratory study of nursing therapy was concerned 
primarily with the treatment of patients within the environment and the 
attempt to create a therapeutic milieu by gaining active participation 
of the ward personnel and support and cooperation of the physician 
(!Mellow, 1953). 
In the first major study of the social processes and the organ-
izational structure of the mental hospital as it affects the patient, 
Stanton and Schwartz (1954) find strong evidence that the functioning 
of the institution as a social unit has a profound influence on the be-
havior and the recovery of the patient. Both the type and the degree 
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of behavior exhibited by the patient were found to be affected by the 
total milieu, and this either hindered or promoted the progress made 
by the patient. 
The two concepts developed by Stanton and Schwartz (1954) which 
are most pertinent to this study are pathological excitement as related 
to conflict among personnel and collective disturbances as they may 
affect patient behavior. They noted that there was a high degree of 
pathological excitement among patients when personnel responsible for 
patient care were in conflict regarding the care of the patient, and 
that it subsided dramatically when the personnel seriously discussed 
their disagreements. The characteristics of pathological excitement 
were: motor activity, overt aggression, including physical attack, 
sexual aggression, suicidal preoccupation, and pressures of speech. 
Speech frequently became inconsistent, confused, and prolix, with 
shouting at times of maximal excitement and evidence of dissociation. 
The patients involved described themselves as angry, tense, and dis-
couraged; they tended to be demanding and accusatory; and they 
threatened to break hospital rules and regulations. The cause of con-
flict tended to be vague, but usually centered around management. The 
patient might be the center of the involvement or he might not be 
noticeably involved. 
It was found that one of the staff members participating in the 
conflict tended to be the disciplinarian who tended to accuse the 
other staff member participating in the conflict of being the "indul-
gent mother." The former claimed that the patient was putting on her 
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symptoms, was able to control herself, and needed to face reality; 
while the latter felt that the patient was sicker than she actually 
appeared to be, could not help herself, and needed to be treated ac-
cording to individual needs. These disagreements usually narrowed 
down to a few principles in which both antagonists held diametrically 
opposed views. In order to resolve the conflict it was necessary for 
the antagonists to recognize the nature of the conflict and to discuss 
it. Resolution brought about dramatic clinical changes in the patient, 
while pseudo agreements only tended to drive the controversy under-
ground with no effective clinical change. 
Collective disturbances also tended to center around dissension. 
According to Stanton and Schwartz (1954j p. 382), "collective disturb-
ances involve the participation of a number of people in such a way 
that the disturbance of one patient is integrated with the disturbance 
of many more." These disturbances were found to be conspicuous for 
the general tension on the ward: (1) anxiety, panic, and disorganiza-
tion became rampant; (2) excitement, agitation, physical assault, and 
incontinence increased markedly; and (3) patients became increasingly 
demanding and accusatory. Staff simultaneously became involved in 
conflict with each other, tending to withdraw from each other and re-
linquish leadership. The basis of such disturbances was usually found 
to be related to inadequate planning for change within the organiza-
tional structure, combined with poor communication and a lowering of 
morale within the institution. These periods were noted for an over-
all increase in difficulties--staff felt pushed, patients became dis-
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satisfied, and therapy went poorly. Disturbances were resolved when 
they were discussed and the focus was directed toward the real prob-
lem. 
Schwartz (1955) recommended that further studies be done to 
evaluate the types of intervention instituted, investigating their 
antecedents and their consequences to determine the effectiveness of 
the intervention. Caudhill (1957) suggested that the two-month period 
preceding the onset of the disturbances be included in such studies, 
since collective disturbances were usually found to be preceded by 
mutual withdrawal. Both authors stressed the need for studies over a 
period of time of special individuals in the disturbance in order to 
determine their role in the social structure. Caudhill, et al., (1952) 
also found that patient interaction within the institution plays a sig-
nificant role in patient behavior. He found that patients tend to form 
informal groups on the ward which develop value systems that are very 
influential in controlling patient behavior. He considered the degree 
to which this is supportive of mental health and the degree to which 
this proves disruptive, worthy of further study. 
Bettelheim and Sylvester (1948) found that confusion lessened 
and behavior became less chaotic and bizarre when the environment 
formed a stable frame of reference. This could be achieved only when 
the total milieu was geared to meet the needs of the individual and was 
charac~erized by an inner cohesiveness and consistency. Individuals 
under such circumstances developed increased mastery of self with in-
creased internalization of controls and integration of personality. 
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Dramatic clinical responses (Jones, 1953) were noted in rela-
tion to planning which involved the total "connnunity" (connnunity here 
refers to the emotionally relevant human environment). He also noted 
that the atmosphere within the group changed from day to day, often in 
response to known stress situations and often due to forces unknown--
an element that is apparently inherent in all social structures. 
The foregoing review is concerned primarily with conflict sit-
uations within the environment as they affect the individuals, and the 
therapeutic efforts which are directed toward a change in this environ-
ment. The following review is concerned more with specific situations 
in the environment as they affect the individual. Here, efforts may be 
directed either toward a change in the environment, or toward helping 
the individual cope with the situation, or preferably an integration 
of the two. 
The crisis theory (Caplan, 1961; Klein and Lindemann, 1991; 
Lindemann, 1956) gives consideration to the behavior evoked by emo-
tionally hazardous situations in the personal life of an individual. 
Klein and Lindemann (1961, p. 284) made the following differentiation 
between crisis and emotionally hazardous situations: 
Emotionally hazardous situations (or emotional hazard) re-
fers to any sudden alteration in the field of social forces 
within which an individual exists, such that the individual's 
expectations of himself and his relationships with others 
undergo change. Major categories of hazard include: (1) a 
loss or threatened loss of a significant relationship; (2) 
the introduction of one or more new individuals into a 
social orbit; (3) transition in social status and role re-
lationships as a consequence of such factors as (a) matura-
tion (e.g., entry into adolescence), (b) achievement of a 
new social role (e.g., marriage), or (c) horizontal or ver-
tical social mobility (e.g., job promotion). In all in-
8 
stances, it is believed, that the hazardous circumstance 
is due to patterned institutional and other sociocultural 
arrangements. 
The term crisis is reserved for the acute and often pro-
longed disturbances that may occur in an individual or 
social orbit as the result of an emotional hazard. The 
crisis of the individual is often a manifestation of group 
crisis; conversely, the development of an interpersonal 
crisis may lead to a crisis situation for the group of 
which the individual is a significant member. 
Emotional disorders and "crisis situations" (Caplan, 1961) dif-
fer in that emotional disorders usually last longer, more than four to 
six weeks, and are not characterized by the crescendo of tension, the 
climax, and the resolution that are typical of "crisis situations." 
The characteristic responses to "crisis situations" (Caplan, 1961; 
Waldfogel and Gardner, 1961) are inner tension, anxiety, unpleasant 
affect, depression, and disorganized behavior, which subside when the 
situation is either mastered or successfully evaded. Caplan (1961) 
suggests that these responses are not necessarily symptoms of pathology 
but they may be side effects of the current attempt to cope with the 
crisis. They may be maneuvers to seek protection from the disturbance 
or they may be efforts directed toward reconstruction (Lindemann, 
1956). Whether they are adaptive or maladaptive depends on personality 
factors, previous experiences, or other factors in the present situa-
tion tbat[,etthe~r make the individual more vulnerable to the situation 
or that enable him to cope with it (e.g., the interaction between the 
individual and significant persons in his environment). 
The importance of the crisis theory lies in the hypotheses that 
(1) "At the time of crisis the persons involved are particularly ~ 
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ceptible to other disturbing influences, but they are also particu-
larly accessible to clarification and helpful service ." (Linde-
mann, 1956, p. 315); and (2) the ability to cope with one situation 
increases the individual's ability to cope with future stress situa-
tions (Klein and Lindemann, 1961). "Crisis situations" (Caplan, 1961), 
if of manageable size and appropriately handled, offer a challenge to 
the individual and are an important factor in personality development, 
provided the individual experiences mastery rather than disorganized 
failure. 
Controversy still exists as to the most efficacious mode of 
intervention during the time of crisis. Waldfogel and Gardner (1961) 
favor the uncovering type of psychotherapy, whereas Klein and Lindemann 
(1961) favor the psychosocial approach, which includes a careful eval-
uation of the total situation, the impact that the hazard has on the 
individual and the significant persons within his environment, as well 
as the means they use to cope with the situation and their ability to 
do so. This is followed by careful planning involving the entire sit-
uation. 
Waldfogel and Gardner (1961) suggest further studies to eval-
uate (1) the individual's contribution to the onset of the crisis, (2) 
the intrapersonal and intrafamilial dynamics involved, and (3) the 
nature of repetitive crisis situations in which certain individuals 
find themselves constantly involved due to internal compulsive drives, 
which results in impulsive behavior that gets them into difficulties 
(e.g., marital difficulties or work problems). 
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Caplan (1961) suggested further studies to determine whether 
there is any consistency in the pattern with which a given individual 
reacts to a variety of crisis situations, or whether there are model 
responses for specific types of stress situations. Such studies 
should enable more accurate predictions in regard to future crisis sit-
uations. 
In order to view the individual's reaction to stress from a 
psychoanalytic point of view, I will turn briefly to Semrad (1961). 
He describes two situations in which a "psychosis vulnerable ego 11 
tends to reach an impasse, and behavior becomes disorganized and the 
personality disintegrates: (1) "frustration of object need, 11 a situa-
tion in which the individual both hates and loves the same object, but 
hate is in the ascendency; and (2) "loss of object, 11 a situation in 
which an abrupt separation occurs between the individual and the sig-
nificant object. In either situation the individual regresses to 
earlier patterns of behavior. Such regression is designed to help the 
individual to protect himself from the pain or to help him cope with 
the situation that it presents. The regressions tend to be more acute 
in the latter case, but in either case it may be utilized in the ser-
vice of therapeutic progression. 
Both the therapist and the patient tend to be very susceptible 
to transference and countertransference reactions during regressive 
periods. These may, however, be utilized for the therapeutic progress 
of the patient. According to Savage (1961), countertransference may 
be either the biggest asset or the biggest stumbling block in therapy. 
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Traditionally, it was felt that any sign of countertransference was 
evidence of incompetence, but he suggests that its lack may be due to 
repression of the libidinal implications on the part of the thera-
pists, which the schizophrenic patient tends to promote, since he has 
learned that this is upsetting to mother, and in therapy he is fearful 
of disturbing the therapist. Savage further states that both trans-
ference and countertransference are very anxiety-producing topics 
which tend to produce massive anxiety and counterathexis denial on 
the part of the therapist. Ideally, the therapist identifies with the 
patient, in that he experiences what the patient experiences and then 
attempts to look at it objectively. This, however, is difficult to 
achieve, especially with a schizophrenic patient whose communications 
tend to be very guarded, symbolic, peripheral, and nonverbal by nature. 
Savage defines countertransference in the broadest sense as 
"the influence of the therapeutic process on the therapist's re-
actions," in contrast to Freud's more narrow definition which is con-
fined to the "patient's influence on his [the physician's] unconscious 
feelings" (Savage, 1961,· p. 53). Since it is unconscious it cannot be 
observed directly but can only be inferred from the therapist's re-
action. Currently, considerable emphasis is directed toward the posi-
tive aspects of countertransference in the therapeutic process. In 
this study countertransference will be viewed in its broadest sense, 
and transference will refer to the patient's unconscious reactions to 
the therapeutic process. 
It is felt that transference reactions may be highly intensified 
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when the patient experiences loss in the therapy setting. Such loss 
may stimulate various reactions. 
Lindemann (1944) found that the normal reactions to "loss of 
object" were: (1) somatic stress, (2) preoccupation with the image of 
the object, (3) guilt, (4) hostile reactions, and (5) loss of patterns 
of conduct; while pathological reactions included: (1) denial of loss, 
(2) overactivity with a sense of well-being, (3) identification with 
object lost, (4) loss of affect, and (5) lack of social interaction 
and self-destructive behavior, with self-accusation and danger of 
suicide. An individual undergoing a pathological grief reaction, if 
given help with his mourning, would undergo the normal grief reaction 
in his recovery. 
This review of literature is only a small portion of the liter-
ature available in the field of psychiatry and the therapeutic milieu 
(Stanton, 1961), being limited to the area which is pertinent to this 
study. The literature on nursing therapy, on the other hand, is very 
limited but adequate to give a brief history of its development. 
B. Nursing and Nursing Therapy. Nursing has long been concerned 
with the application of mental health principles in relation to patient 
care, but in actual practice it tends to lag far behind the visionary 
views of its leaders. According to Gardner (1936), the National Organ-
ization of Public Health Nursing as early as 1916 recommended that the 
nurse "utilize mental hygiene, not as a separate resource in abnormal 
cases, but rather as a natural part of her ordinary working equipment" 
(p. 411). Later, with the development of psychiatry and its growing 
13 
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acceptance during World War II, Gilbert (1940), one of the early 
leaders in mental health in public health nursing, recognized the 
nurse-patient relationship as an important therapeutic agent, both in 
the prevention of illness and in the care of the ill. She also anti-
cipated that the nurse in the future would assume increasing respon-
sibility for the care of the psychiatric patient because of the chang-
ing trend from custodial care to treatment in the mental hospitals; 
and she advocated that the nurse keep herself in alignment with the 
changing concepts in psychiatry. 
A review of the nursing journals of the early fifties indicates 
a sharp rise of interest in the role of the public health nurse in 
mental health (Cline, 1952; Farnsworth, 1951), in which the nurse is 
seen as becoming more effective in her work with patients through the 
development of positive relationships utilizing an understanding of 
psychological factors related to normal growth and development as well 
as pathology. At the same time, Peplau (1952), one of the early 
leaders in psychiatric nursing, developed a conceptual framework for 
psychodynamic nursing, in which she stressed potentials in nursing for 
creating a therapeutic effect through constructive interpersonal rela-
tionships with patients. However, as far as can be ascertained from 
the literature, the emphasis was directed primarily toward short-term 
relationships. 
A growing awareness of the opportunity and the need for nursing 
to extend its interests toward more long-term relationships with pa-
tients became evident in two different regions in this country at ap-
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proximately the same time. In Minnesota, Ruth von Bergen was respon-
sible for establishing a program in the University of Minnesota School 
1 
of Public Health in the early fifties to prepare nurses for more in-
tensive work with individual patients for prolonged periods of time. 
In this program the nurse was given an opportunity to work with a 
given individual over a period of six months. The aim of this program 
was to help the nurse develop a therapeutic relationship with the pa-
tient, utilizing psychoanalytic-oriented concepts. Unfortunately, 
however, there is no literature available to substantiate this. 
In Boston, June Mellow developed the concept of nursing therapy 
in her work with psychiatric patients in an exploratory study in 1953. 
According to this study, nursing therapy is an outgrowth of the basic 
functions of the head nurse on a psychiatric ward, which affords the 
nurse many opportunities to develop close relationships with the pa-
tient, and it was done out of the desire to be more helpful to the 
patient. The major function of the head nurse was described as the 
maintenance of a therapeutic atmosphere--relating to the patients and 
the personnel in a manner which would create an atmosphere that would 
be conducive to the recovery of the patient. At the time the author 
began therapy with her first patient, her interest was focused and 
directed toward the recovery of the patient rather than preoccupation 
with the development of a new role. The intention was not "for the 
nurse to step out of her usual role, but, on the contrary, to explore 
and utilize the dynamic functions of the nurse." The assumption was 
lThe investigator was enrolled in this program in the School of 
Public Health, University of Minnesota, in 1955-56. 
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that the nurse could, through a satisfying interpersonal relationship, 
provide the patient with new experiences that could make a unique con-
tribution toward his recovery. 
According to Mellow (1953, p. 96), "the therapeutic process 
seemed to take place in the realm of relationship primarily, although 
it was necessary to draw upon a knowledge of psychoanalytic findings." 
In the initial cases the technique consisted largely of being suppor-
tive with some interpretation, utilizing an acquaintance of psychiatric 
findings and an understanding of self. The nurse responded to patient 
needs--the feeling, the mood, and the tone of the moment--in a spon-
taneous manner, acknowledging aggravation as well as pleasurable re-
sponses. The natural response was based on a sincere interest in the 
patient together with an understanding of both the illness and the 
healthy aspects of his personality. Support and guidance was received 
from a psychiatrist, who maintained a high degree of interest in the 
nurse's potential for developing a therapeutic relationship with the 
patient. Roessler (1961), in reviewing the literature, draws the con-
clu~ion that the type of approach described above has been found to be 
very effective in the treatment of schizophrenics. 
Throughout the study, Mellow considered the work with the en-
vironment an important part of the total treatment plan. This in-
volved an attempt in every way possible to create a therapeutic milieu 
for the patient by gaining the participation and support of all per-
sonnel concerned and to strive to resolve conflicts when they arose. 
In relation to the patient and his environment, efforts were directed 
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at certain times, depending of the patient's needs and the situation, 
toward protecting him, educating him, and helping him to utilize the 
resources in that setting. 
During the period from January 1, 1956 through January 1, 1959 
a research project was undertaken in nursing therapy 
. . . to explore the problems that arise in using clini-
cally perceptive and properly supervised nurses to work 
with psychotic patients on an individual basis to provide 
them with an intimate, supportive, and limit-setting rela-
tionship which can help to integrate their [the patients'] 
ego, particularly during the acute phase of their break-
down (Mellow, 1959, p. 2). 
This project demonstrated that nursing therapy had a place in the 
treatment of schizophrenic patients and that the necessary technique 
and attitudes could be transmitted to others through the supervisory 
process. Efforts were also directed toward formulating concepts of 
nursing therapy, diagnosing problems encountered in the supervisory 
process, and investigating problems associated with adaptation to the 
social system. 
The following "three contiguous phases of the nursing therapy 
process in the treatment of the schizophrenic patient" were differ-
entia ted: 
A. Establishing contact and building a relationship with 
the patient. 
B. Resolving therapeutically, the interpersonal problems 
the patient brings to the nurse-patient relationship. 
C. Terminating the nursing therapy relationship (Mellow, 
1959, p. 16). 
Further exploration of the dynamic components of these three phases 
was recommended. 
During the progress of this project the need and the potential 
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for extending nursing therapy from the acute to the post-acute phase 
on a long-term basis was recognized. While the resolution of the acute 
stage enables the patient to return to community living, she still re-
mains vulnerable to any unusual stress situations, indicating the need 
for a resolution of the inner conflictual problems, which requires the 
skills of a psychiatrist. Consequently, a total therapeutic approach 
to the patient was envisioned where the doctor and the nurse vary their 
contributions according to the needs of the patient, and the following 
areas of investigation were proposed for further investigation (a pro-
jected research proposal): 
A. The interaction of the roles of the nurse and the doctor 
in relation to the changing needs of the patient during 
the acute and the post-acute phase of the illness. 
B. The interpersonal relationship of the nurse and the doc-
tor as it relates to their working together in the best 
interest of the patient, particularly the doctor's 
therapeutic role during the acute stage of the illness. 
Conversely, the nurse's ability to relinquish her thera-
peutic role and accept the doctor as the main therapeutic 
agent during the post-acute phase of the illness. The 
greater understanding which each acquires of the needs 
of the schizophrenic patient through their working rela-
tionship will be examined (Mellow, 1959, p. 15). 
In order to procure a permanent base for nursing therapy which 
would serve as a training and research center for professional nurses, 
the investigator of this research project combined her efforts with 
the Boston University School of Nursing, and thus in 1959 the doctoral 
program for nurses was initiated, which offers clinical experience in 
nursing therapy. In the course of this program, nursing therapy ser-
vices were extended to include "severe neuroses, neuroses with psycho-
somatic complications, character disorders, borderline schizophrenics, 
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ambulatory and chronic schizophrenics" ~ellow, 1961, p. 6). 
In further research, the role of nursing therapy was extended 
from the acute phase of schizophrenia into intensive work during the 
post-acute phase of the illness. The following distinctions were made 
between the roles in the acute and the post-acute phases: 
The nursing therapy approach to the acute phase of 
schizophrenia occurs more within the traditional role, 
setting and activities of the psychiatric nurse. Through 
the maximal use of the strategic advantages inherent in 
this aspect of the nurse's role, it is possible to provide 
a corrective emotional experience for the patient. Thus, 
it takes place primarily in the experiential order of 
therapeutic work. 
In contrast to this, the intensive nursing therapy ap-
proach to the post-acute phase of the illness has shifted 
more to the clinically investigative order. This is in 
response to the patient's heightened capacity to withstand 
anxiety involved in verbalizing his problems and in at-
tempting to understand his behaviour. This phase of work 
often calls for an office type setting. It involves some 
of the skills and technique which are similar to those 
used in psychoanalytically oriented psychotherapy ~ellow, 
1961, p. 13). 
As this review of literature indicates; there has been a gradual 
extension of the scope of nursing therapy, based on clinical practice 
combined with research and educational projects. However, the degree 
to which long-term therapy with individual patients is considered a 
function of nursing is still questioned by certain individuals within 
the field of nursing. For example, Schmahl (1962) believes that the 
role of the nurse, as far as relationship therapy is concerned, should 
be restricted to short-term or brief contacts within group situations. 
Although this seems appropriate for the nurse working in a hospital 
for acute illnesses, it does not take into consideration the needs and 
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opportunities available to the nurse in public health and chronic dis-
ease hospitals for establishing and maintaining a therapeutic relation-
ship with individual patients over extended periods of time. Green-
blatt (1955), on the basis of the Mellow study (1953), suggested that 
"under the proper conditions, the traditional role of the psychiatric 
nurse can be augmented to include the funttions of individual thera-
pist, a function heretofore almost exclusively reserved for the psy-
chiatrist (p. 155). 
III. Proposed Area of Investigation 
This study is a clinical case description of a borderline 
schizophrenic patient. It is designed to explore the problems of the 
total psychotherapeutic approach in relation to nursing therapy, focus-
ing primarily on the interaction between the doctor and the nurse as 
they work together with a single patient over an extended period of 
time. This study will involve a documentation of the approach used in 
nursing therapy and an exploration of the relation, in time sequence, 
between 
1. the disturbed behavior exhibited by a patient during 
and after therapy sessions with the nurse therapist; 
2. the "crisis situations" that occurred on the wards in 
which the patient was hospitalized; 
3. the "emotionally hazardous situations" that occurred 
in the patient's personal life, including the family; 
4. the "emotionally hazardous situations" that occurred 
in relation to therapy with both the psychiatric resi-
dent and the nurse therapist; and 
5. the state of conflict existing between the resident 
and the nurse engaged in co-therapy with the patient 
over an eighteen-month period. (Tensions between per-
sonnel on the ward and the nurse therapist will be 
taken into consideration.) 
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The implications of conflict in the home in relation to its recon-
struction within the therapy and the institutional setting will also 
be explored. 
IV. Purpose of This Study 
The increasing recognition given to the many variables that af-
fect the therapeutic course of a patient in an institutional setting 
has generated a shift in emphasis from the intrapsychic to the psycho-
social. This is not merely a summation of the intrapsychic and the 
environmental factors, but rather it is an attempt to integrate the 
two, which involves the interactional processes occurring between the 
individual and his environment (Waldfogel and Gardner, 1961). 
Many cross-sectional studies have been done in isolated situa-
tions which demonstrate and explain the significance of the many vari-
ables involved (Schwartz, 1955). The purpose of this study is to at-
tempt a more definitive examination of a single case over a period of 
time to relate and evaluate some of the more prominent variables that 
affect a single patient's therapeutic progress within an institutional 
setting, especially as related to nursing therapy. The study proposes 
to (1) explore the manner in which tensions develop between three ful-
crum points (viz., the administrative personnel, the psychiatric resi-
dent, and the nurse therapist), the degree to which such conflicts are 
a re-enactment of the patient's pathology, and the extent to which such 
conflicts are translated into disturbed behavior in the patient; (2) 
explore the repetitive nature of the patient's ~action to specific 
situations; (3) attempt to evolve some more effective modes of inter-
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vention both in terms of team conflict and the therapy relationship; 
and (4) document the approach used in nursing therapy in the long-term 
treatment of a borderline schizophrenic patient, particularly in its 
c 
interrelatedness with the medical profession. 
There is still a great deal to be lear~ed about the treatment 
of schizophrenic patients (Fromm-Reichmann, 1959). Hopefully, this 
study will help to enlarge the understanding of the vicissitudes of 
the relationship between the therapist and the schizophrenic patient--
the conscious defensive maneuvers and the unconscious manifestations 
of resistance on the part of both the patient and the therapist, as 
well as the more positive reactions experienced by both. An attempt 
will be made in this study to take an objective view of the feelings 
explicitly expressed or implied by the participants, for two reasons: 
(1) increasing recognition is currently being directed toward the sig-
nificance of the feelings being experienced by the therapist in the 
course of treatment as they affect the therapeutic progress of the pa-
tient (Fromm-Reichmann, 1959; Searles, 1961); and (2) the feelings of 
the participants play an important part in the development, the pro-
longation, and the resolution of conflict (Stanton and Schwartz, 1954). 
It is felt that the interplay between the feelings of two therapists 
engaged in co-therapy has a profound effect on the manner in which 
therapy progresses. 
Documentation of the approach used in nursing therapy seems 
particularly pertinent at this time, since nursing therapy is a newly 
emerging role in the field of nursing, with limited clinical case 
documentation in nursing therapy and limited scientific research on 
which to base this practice. It is hoped that through repeated docu-
mentation nursing therapy will eventually develop a sounder scientific 
base for its practice. Only by the development of programs on an em-
pirical base still lacking in scientific knowledge will scientific re-
search be developed that can eventually provide a foundation for stable 
and valid operations (Caplan, 1961). 
There is also a great need for studies on the collaboration be-
tween the medical and the nursing professions, since the effectiveness 
of nursing therapy in the total psychotherapeutic approach as well as 
its future growth and development is highly dependent on the collab-
orative efforts of the two professions. (This does not exclude the 
importance of close collaboration with other disciplines involved in 
the treatment of the patient.) Perhaps even more important is the 
effect that co1~boration between the two professions will have on the 
recovery of the patient. May we conclude that if conflict among per-
sonnel responsible for the care of the patient, and its resolution, 
has as profound an effect on patient behavior as literature indicates, 
then effective collaboration among such personnel will greatly augment 
the recovery of the patient? 
While the generalizations which may be drawn from a single case 
study and applied to the general population have their limitations, the 
contributions they can make to the field of science are unique .. Day-
to-day observations of characteristic behavior, thought to be relevant 
to the understanding and description of the patient's personality and 
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pathology, when observed in relation to the timing of various changes 
in the patient's state, his environment, his therapy, and his psycho-
pathology, can contribute valuable data regarding the predictability 
of behavior (Chasson, 1957, 1961). Predictability of behavior is es-
tablished on the basis of a given patient's reaction to particular sit-
uations provided certain similarities exist. It is not essential that 
they be identical. The extent to which predictions made on a single 
case can be applied to the general population is limited to generaliza-
tions made in terms of similarities of relevant characteristic behavior 
within the individual and its association to the situation within which 
it occurs. Increased numbers of studies, however, will have increased 
value in determining the predictability of behavior (Chasson, 1961) 
and in evaluating the variety of techniques utilized in therapy. 
Since research in nursing therapy is still in its early stages 
and in the process of isolating significant factors, and since reli-
able means for measurement have not been established, this study will 
be primarily descriptive and exploratory in nature. According to the 
G.A.P. Report (1959), early research in the field of human dynamics 
may develop out of information gained incidental to treatment, without 
a well-developed system of investigation or means of controlling bias. 
Such research frequently develops out of a hunch of possible relation-
ships between apparently unrelated events. In such instances it is 
possible to capitalize on natural occurrences which approximate condi-
tions that would be necessary for such a test, and this may lead to 
the formulation of hypotheses. According to the report, such research 
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calls for consistent scrutiny of the work on the part of the investi-
gator, with an unending scanning for sources of error and attempts to 
define problems and terms as sharply as possible, offering an element 
of control no matter how tentative and exploratory the study may be. 
According to this definition, it would appear that this study 
is both legitimate and ·necessary for the development of more systematic 
research. The G.A.P. Report (1959) goes on to state that hypotheses 
are developed out of studies of this nature, and this leads to a more 
systematic and goal-directed investigation of well-documented hypoth-
eses. Later, specific situations may be set up to confirm these 
hypotheses. However, both types of studies will continue to remain 
important in the field of research. While there is a need to tighten 
up the research designs of early exploratory studies, there is also a 
need for continual interaction between the early exploratory and the 
later confirmatory types of study, forming a logical movement between 
early clinical impressions and a systematic study of these impressions. 
As hypotheses are tested, new questions may emerge which require in-
vestigation at earlier exploratory levels, which may result in a change 
of focus on the basis of incidental clinical observation. May one 
conclude that only as the investigator learns to move freely from one 
type of investigation to the other can we develop a type of research 
that will be applicable to the study of behavioral processes? Further-
more, it may be that the descriptive and exploratory methodology will 
continue to be the method of choice for studying processes such as 
nursing therapy, which do not readily adapt themselves to statistical 
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measurement. According to Likert and Lippitt (1953), studies of oper-
ational processes are highly dependent on generalizations and theori-
zations based on observations made in actual practice. 
One of the major problems in research of this nature, according 
to the G.A.P. Report (1959), is the problem of control, which is "any 
operation designed to test or limit any conceivable sources of error 
and distortion of knowledge" (p. 540). "Emotional involvement, and 
the interactional processes stetmning from it," may be one of the major 
sources of error, but they "are an essential element of psychiatry, 
and attempts to rule out this element by controls will inevitably 
change the nature of the problem being studied." (p. 545). 
Unfortunately, this study is dependent for its controls on the 
investigator's attempt to view and present subjective material as ob-
jectively as possible. The reliability of this study may therefore 
be questioned, since the investigator was highly involved emotionally 
in this situation. This emotional involvement, however, was con-
sidered an important factor in the total outcome and was therefore a 
significant factor. 
On the basis of the foregoing discussion, the testing of 
hypotheses is considered premature for this type of study. This study, 
however, proposes to use predictions made on the basis of statistical 
distribution of various factors in time sequence as a framework for a 
systematic study of observations made on patient reactions to specific 
situations, and will thus attempt to generate some hypotheses. Hope-
fully, it will be possible to demonstrate the applicability of the 
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methodology used for other studies of therapeutic relationships within 
institutional settings. 
V. Some Assumptions 
The assumptions are: 
1. that "crisis situations" in the environment have a major 
influence on the patient's behavior; 
2. that "emotionally hazardous situations" in the patient's 
personal life result in an increase in the disturbed be-
havior exhibited by the patient; 
3. that conflict among personnel concerned with the care of 
the patient can seriously hinder the development of a 
therapeutic relationship between the therapist and the 
patient and that a more favorable environment can promote 
it; 
4. that regressive behavior' resulting from "frustration of 
object need" or "loss of object" can be utilized in the 
service of therapeutic progression; and 
5. that nursing therapy can play an effective role in the 
treatment of the schizophrenic patient. 
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METHODOLOGY 
I. Description of the Situation 
The situation selected for this study involves a borderline 
patient, a psychiatric resident, and a nurse therapist in a small 
teaching and research hospital. The patient, a ~oung woman aged 
twenty-eight years, had been hospitalized for the third time and was 
in therapy with the psychiatric resident for two months when the nurse 
therapist began therapy with the patient. The patient was discharged 
after two and a half months, with both therapists continuing therapy 
with the patient~ At the end of the first year, when the patient was 
rehospitalized, both therapists became aware of overt signs of conflict 
as they manifested themselves in the patient's behavior and interfered 
with their ability to proceed with therapy. Help was sought from the 
medical administrative personnel, and eventually team conferences were 
established for the purpose of studying the conflict and resolving it. 
Enough resolution of the conflict was achieved to permit the two 
therapists to continue with co-therapy for the remaining part of the 
year. At this point, the resident terminated therapy with the patient 
and she was transferred to another state hospital. The nurse continued 
working with the patient and the conflict was further resolved as the 
nurse gained a fuller understanding of her participation in the con-
flict and discussed this with other members of the team. After six 
months, the patient was transferred from the acute ward to the rehabil-
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itation building where the nurse continued treatment with the patient. 
The decision was made to formally initiate this study at the 
time the conflict became overt, since this coincided with the time the 
patient was rehospitalized. Moreover, part of this study is concerned 
with the effects ward behavior has on the individual patient; there-
fore this was considered an appropriate point to begin. The study was 
terminated at the time the patient was transferred to the rehabilita-
tion building, when the conflict was apparently resolved and no further 
observations on ward behavior were available. 
II. Organization and Analysis of Data 
A. Source of Data. Throughout the course of the nurse•s work 
with the patient, a body of systematically and routinely collected 
data accumulated. Therapy notes were collected at two different 
levels. As soon as possible after a session, and practically always 
within 24 hours, the nurse made notes of the sessions, noting the main 
themes, any unusual behavior, threats of suicide, promiscuous sexual 
behavior, etc., and when possible, portions of significant conversa-
tion. Once a week these sessions were reported to the nursing therapy 
supervisor. These sessions were taped and transcribed. The therapy 
notes taken by the nurse were specifically related to the content of 
the sessions with the patient, whereas the supervisory sessions tended 
to concentrate more on the nurse 1 s reaction to the general setting and 
more specifically on her reactions to the patient. Consequently, any 
grossly disturbed behavior was always noted and, in addition, any 
threats of suicide or promiscuous sexual behavior were consistently 
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noted because of the nature of the problem this posed for the nurse. 
In addition to these notes, there is available a set of notes 
on the patient behavior, reported independently by the ward nurses 
each day in the 24-hour reports. Here, in general, one finds the 
general climate of the ward and comments on each of the active patients 
of the day (although not every patient is reported each day). Similar 
notes were also kept ~t the second hospital in which the patient was 
hospitalized. 
Data of the meetings specifically organized for the purpose of 
studying the conflict between the nurse and the resident were also 
systematically collected. The three preliminary meetings were dis-
cussed by the nurse in her supervisory sessions, and subsequent regu-
larly scheduled meetings with the administrative personnel were all 
taped and transcribed. At these meetings both therapists gave a brief 
resume of their sessions with the patient and, together with the team 
consultant, an attempt was made to (1) examine the interplay between 
the patient, the resident, and the nurse; (2) redefine the goals of 
therapy as needed; and (3) study the roles of the two therapists. A 
written report of the team consultant's findings, following his initial 
meetings with the two therapists and the nursing therapy supervisor, 
was also available. The team consultant's report was concerned with 
the developmental role of the two therapists and its relation to the 
patient's pathology. 
B. Definition of Terms. In the course of this study, the term 
crisis situations will refer to the acute and prolonged disturbances 
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noted on the ward setting (Klein and Lindemann, 1961; Stanton and 
Schwartz, 1954). The degree of crisis existing on the ward at any 
given time will be determined by the number and type of disturbed be-
haviors observed on the ward as reported in the 24-hour reports. The 
term crisis situations is used in preference to collective disturbances, 
since the behaviors described in either situation are very similar and 
this study is concerned primarily with the disturbances observed on the 
ward rather than the manner in which collective disturbances developed. 
The term emotionally hazardous situations will refer to hazard-
ous situations that occurred in the personal life of the patient, in-
cluding the family (Klein and Lindemann, 1961). It will also be used 
in reference to hazardous situations that occurred in the therapy 
setting, including any changes in schedules, absences of therapists, 
and planned or threatened changes in the patient's status in the hos-
pital. Definite distinctions will be made between hazardous situa-
tions that occurred in the patient's personal life and those that oc-
curred in relation to the therapy setting. Patient reaction to "frus-
tration of object need" and "loss of object" (Semrad, 1961) will be 
discussed in the content. 
The term promiscuous sexual behavior as used in this study re-
fers to extramarital sexual relationships in which there is no apparent 
personal involvement but which appear to be a casual, unpremeditated 
act performed upon an impulse of the moment. 
C. Original Plans for Establishing Time Sequences of Major 
Events. In order to relate the variables mentioned in the proposed 
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area for study, the following plan will be developed. Graphs will be 
constructed to illustrate occurrences of selected events over time, 
and the superimposition of one graph upon the other will be used to de-
termine if there is any significant correlation between peak periods 
of the different types of incidents. In order to set up these graphs, 
it will be necessary to determine those incidents that are significant 
and classify them under each of the following areas: (1) Crisis situa-
tions on the ward; (2) disturbed behavior exhibited by the patient; 
(3) emotionally hazardous situations in the patient's personal life; 
(4) emotionally hazardous situations in the therapy setting; and (5) 
incidents related to conflict between the resident and the nurse in-
volved in the care of the patient. 
Three judges will be appointed and consulted in order to (1) 
reach some agreement as to what incidents are significant; (2) deter-
mine the relative value of these incidents; and (3) set up indices of 
their values (e.g., in relation to crisis situations on the ward, 
suicide would be rated as 10, assaultive behavior as 5, and depressive 
behavior as 2, with the other categories falling in between these 
ratings). Similar procedures will be used in categorizing each of the 
other four areas described above. 
Similar tables will then be set up for each of the five areas 
to determine the status of the disturbance or hazardous situations at 
any given time. These tables will include the total number of inci-
dents, the total index, and the average index for each week of the time 
period studied. The total index will indicate the magnitude of the 
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disturbances or hazards, and the average index will indicate the degree 
of disturbance or hazard. The correlation coefficient will be used to 
measure association between the different types of incidents. 
The graphs are designed to highlight crucial periods and sig-
nificant transition points, which will then be isolated and evaluated. 
An attempt will be made to identify the intervention instituted, as 
well as its antecedents and consequences. 
D. Preliminary Study of the 24-Hour Ward Reports. A preliminary 
study of the 24-hour Ward Reports for the first six months was done in 
order to (1) get an over-all view of the content and the general tone 
of these reports, (2) determine their accessibility and adaptability 
for study, and (3) formulate methods that would be most suitable for 
studying this type of data. 
The 24-hour reports are records of the major incidents occurring 
on the ward. The nurse in charge of each eight-hour shift is respon-
sible for a written report of the major events that occurred during 
her stay, with special attention to unusual patient behavior or any 
change in patient behavior. Consequently, only those patients who 
drew attention to themselves in one way or another are mentioned in the 
report. Usually, if a patient is described as being very disturbed by 
one shift, the patient will again receive mention from the following 
shift. This continues until the patient's behavior becomes less dis-
turbed. 
Since there is no special form within which the report must be 
written, each nurse is given considerable latitude in determining what 
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she feels is pertinent. While each nurse develops a certain pattern 
or manner of reporting major events and behaviors observed, there is a 
certain consistency with which they are reported. During days when the 
ward is "high," detailed reports are written of the patients who have 
been most disturbing and little mention is made of the other patients. 
On more quiet days the report consists of brief descriptions of a 
larger number of patients. Length of reports therefore does not indi-
cate the degree of disturbance observed on the ward. However, the 
number of lines devoted to a single patient is some indication of how 
disturbing the patient has been. 
The investigator would like to differentiate between the terms 
disturbed and disturbing in relation to patient behavior. The term 
disturbing does not necessarily indicate the degree to which the pa-
tient is disturbed, but rather the extent to which such behavior af-
fects others within the environment (e.g., a patient who is disturbing 
others with her overactive behavior may in essence be less emotionally 
disturbed than a patient who has withdrawn to one corner of the room 
and causes little disturbance). 
It is difficult to determine either the accuracy or the compre-
hensiveness of the written report. As already mentioned, some patients 
receive detailed reports almost daily, whereas others are rarely men-
tioned. However, even this sometimes is significant. For example, the 
patient involved in this study was rarely mentioned when she was first 
admitted to the hospital, and when she was mentioned she seemed almost 
faceless and emotionless. Notations were made of the patient's failure 
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to return on time, but no mention was made of her personal reactions. 
The investigator feels this omission is significant, since the patient 
described herself as being "without form" and feeling like "nothing." 
As the patient began to experience more angry feelings and began to 
socialize more, there is a marked change in the manner in which the 
patient is described, i.e., she becomes more of a real person who in-
teracts with others. Also, in reporting misdemeanors on the ward in 
which this patient participated, she is merely mentioned in passing, 
whereas others receive the headlines, even though this patient con-
siders herself responsible. This would tend to support the findings in 
co-therapy, namely, that this patient tends to get other people to act 
out her fantasies. It is for reasons such as these that the investi-
gator believes there is more accuracy and significance to these reports 
than is usually attached to them. 
Currently, these records are the only reports or data available 
for determining disturbances on the ward, and they report the behavior 
as observed, remembered, and interpreted by the nurse. 
E. Classification of Crisis Situations on the Ward. Following 
this preview, the investigator listed the various types of disturbed 
behavior reported and divided them into ten categories based, to some 
degree, on the types of disturbed behavior observed by Stanton and 
Schwartz (1954) during collective disturbances on the ward. The number 
of categories was chosen, since it was felt that to choose a lesser 
number would tend to obscure the differences, and to enlarge on the 
number would add to the confusion. The categories were considered 
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mutually exclusive, that is, if an observed behavior is listed under 
one category, it cannot be included under another; and they were col-
lectively exhaustive, that is, all observed behavior was included under 
one of the categories. 
The following is a list of the categories set up by the investi-
gator to determine Crisis Situations on the Ward: (1) depressive be-
havior; (2) anxiety and agitation; (3) demanding and accusatory be-
havior; (4) disorganized behavior; (5) hostile verbal outbursts; (6) 
assaultive behavior (environmental and physical); (7) incontinence; 
(8) behavior warranting seclusion (open and closed); (9) escapes 
(attempted and successful); (10) suicidal behavior (threatened and 
attempted). (For the types of behavior listed under the various cate-
gories see Appendix.) 
After developing the categories, the investigator tabulated all 
behaviors for each eight-hour shift and totaled them for the week. 
Each patient, however, received only one check for any one type of be-
havior observed during any eight-hour shift (e.g., if a patient was 
described as being anxious during a particular shift, this type of be-
havior would be checked; if the patient was described as being tense, 
nervous, and anxious, he would still receive only one check, since 
only one type of behavior was described; and if the word anxious ap-
peared several times in the description of the patient, he would still 
receive only one check; if two types of behavior such as anxiety and 
assaultiveness were mentioned, the patient would receive two checks, 
and so forth). Such a procedure was followed because it was not pos-
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sible to determine the degree of disturbed behavior observed from the 
24-hour reports. It was also difficult to determine the frequency 
with which any one type of behavior occurred during a shift (e.g., the 
patient might be reported as having several or numerous hostile verbal 
outbursts during the shift, making it impossible to determine fre-
quency). 
Therefore, the total number of incidents of any one type of be-
havior observed during the week is a summation of patients who exhib-
ited that particular type of behavior during each eight-hour shift, not 
the number of times the behavior was observed. The number of incidents 
recorded per week is therefore .an underestimation of the total number 
of incidents that were actually observed and reported. For this 
reason, the findings of the study will not indicate the degree of 
crisis which occurred on the ward, but will indicate when there was an 
increase in the number of patients exhibiting disturbed behavior. 
F. Classification of Disturbed Behavior Exhibited by the Pa-
tient. The same categories that were developed to determine crisis 
situations on the ward were used in determining disturbed behavior ex-
hibited by the patient, with the following minor changes: (1) in the 
category described as demanding and accusatory behavior a distinction 
was made between self-accusatory and accusatory of others, primarily 
because the self-accusatory pattern was significant in the patient's 
behavior; (2) in the category described as hostile verbal outbursts a 
distinction was made between raising the voice in direct expression of 
anger and the patient's typical tantrum-like episodes; and (3) the 
cate or described as incontinence was omitted and romiscuous sexual 
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behavior was substituted in its place. The patient studied never suf-
fered from incontinence, but one of her major patterns of disturbed 
behavior was her tendency to act out sexually when she felt rejected. 
Sexual acting out behavior was not noted in the 24-hour reports, 
although it was occasionally hinted at. The investigator does not be-
lieve that this type of behavior was not observed, but rather that the 
nurses were hesitant to put this into the written reports. For ex-
ample, in one of the reports a statement was made that "the patient [in 
this study) was disturbed by certain types of behavior exhibited by 
certain women on the ward." In discussing it with the investigator, 
the nursing personnel freely described the overt homosexual behavior 
exhibited on the ward, the manner in which the patient reacted to it, 
and the manner in which they attempted to intervene for the patient. 
There seems little doubt that some of this behavior was carried on in 
a clandestine manner and was not always revealed to the nursing per-
sonnel. 
The disturbed behavior exhibited by the patient was taken from 
two sources: (1) the daily notes taken by the nurse therapist, and 
(2) the 24-hour reports taken by ward personnel. The behavior as re-
ported in these two sets of data was tabulated separately to determine 
whether there was any relationship between the behavior as observed in 
the therapy sessions and as observed on the ward, and whether the be-
havior observed on the ward tended to be more closely associated with 
general ward behavior. 
The different types of behavior were tabulated and totaled for 
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the week, and these were then totaled to get the total number of all 
the incidents that occurred during the week. Again, the findings will 
not indicate the degree of disturbance, but the number of times this 
patient exhibited the various types of disturbed behavior. 
G. Classification of Emotionally Hazardous Situations in the 
Patient's Personal Life. The categories used to define hazardous sit-
uations were taken from the findings of Caplan (1961) and Klein and 
Lindemann (1961). These categories seemed most appropriate since 
during therapy the patient experienced a number of situations they 
considered hazardous. The investigator, however, had difficulty in 
ascertaining when specific si~uations became a problem or how long 
they remained a problem (e.g., when the husband threa.tened to leave, 
did this remain a consistent emotionally hazardous situation until the 
act was consummated; or when the separation occurred, how long should 
this be considered an emotionally hazardous situation?). 
The occurrence of an emotionally hazardous situation in the pa-
tient's personal life was based on the daily notes taken by the nurse 
therapist. Therefore, the validity and accuracy may be questioned on 
the basis of the dependability of the patient and the nurse to report 
them. 
The following categories were selected: (1) significant birth-
dates or anniversaries; (2) change in job status; (3) change in living 
arrangements; (4) loss or threatened loss of a significant relationship 
within the family; (5) introduction of a new individual into the social 
orbit, including pregnancy; and (6) change or threatened change of 
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family status relationships. 
The above list is not exhaustive, but it covers the major inci-
dents that were considered potentially stressful which occurred in the 
personal life of the patient during her period in therapy. The total 
of these incidents is not an indication of the degree of stress but 
rather an indication of the number of stress situations to which the 
patient was exposed. 
H. Classification of Emotionally Hazardous Situations in the 
Therapy Setting. Emotionally hazardous situations that occurred in the 
therapy setting (psychotherapy and nursing therapy) were also based on 
data collected by the nurse therapist and the team conferences. Con-
sequently, the data in relation to psychotherapy will no doubt be less 
complete. The categories selected revolved around separation and 
termination, and included only the more concrete situations, as fol-
lows: (1) lateness of the therapist; (2) change in schedule; (3) ab-
sence of the therapist; (4) admission to the hospital; (5) discharge 
from the hospital; (6) transfer to another hospital; and (7) termina-
tion of therapy. All of the above categories included any threats or 
announcements of plans for change as well as the actual time that the 
change occurred. 
Situations such as transference and countertransference were 
considered to be much more elusive and more subject to individual in-
terpretation. This this reason they were not included in the cate-
gories but will be discussed when they are considered as a problem 
during the supervisory hour. 
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Difficulties similar to those experienced in determining the 
duration of emotionally hazardous situations in the personal life of 
the patient were met in determining the duration of emotionally hazard-
ous situations in the therapy setting. It was not difficult to deter-
mine when a planned change was announced and when it was put into ef-
fect, but it was difficult to ascertain when the situation ceased to 
be an emotional hazard in the patient's life. While the discussion of 
this theme might be considered a criterion, the patient might be deny-
ing its importance or might find the discussion of the subject emo-
tionally intolerable. 
I. Classification of State of Team Conflict. The degree or 
state of conflict between the resident and the nurse was even more 
difficult to ascertain. Certain situations were comparatively easy to 
pinpoint, such as the failure of team members to communicate or the 
open expression of disagreement or resentment between team members. 
It was more difficult to determine when a disagreement arose or existed 
when it remained covert. This was particularly true of the resident. 
In relation to the nurse, such a situation could frequently be deter-
mined on the basis of the data, since she frequently voiced disagree-
ment or resentment during her supervisory sessions prior to bringing 
it up for discussion in the team conference. 
Since the state of conflict was difficult to ascertain and 
might be highly controversial, the investigator decided that the only 
feasible step was to note the time that the meetings occurred and the 
nature of these meetings. This was done on the basis of the tran-
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scribed tapes that were made of these meetings and comments made by the 
nurse regarding her own feelings about the conflict as reported in her 
supervisory sessions. 
The following categories were developed: (1) avoidance of com-
munication between the resident and the nurse; (2) threat of elimina-
tion of either therapist by withdrawal or administrative removal; (3) 
threat of having patient transferred; (4) expression of personal dis-
agreement or critical remarks by either therapist; (5) expression of 
professional disagreement regarding the philosophy of nursing therapy 
or the approach advocated by the medical profession; and (6) disagree-
ment on the administrative level (e.g., supervisors and/or consultant). 
While the patient's participation in these conflicts is signifi-
cant, it cannot be considered as a reliable criterion to determine the 
degree of existing conflict, since the patient tended to use these 
comments "to play one therapist against the other," and the reactions 
of the therapists toward these statements varied according to their 
own involvement in the conflict. 
J. Change in Methodology. Initially, the investigator hoped 
that some degree of association could be established between the peak 
periods of disturbance exhibited by the patient and the four variables. 
However, as the study progressed it became increasingly clear that the 
methodology originally developed was not suitable for this study. The 
methods for measuring and weighing disturbed behavior or crucial events 
were inadequate, and the application of statistical measurements was 
therefore premature. Application of statistical procedures to data, 
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inadequately measured, could only result in conclusions as inadequate 
as the original measurements and might lead, moreover, to erroneous 
conclusions. 
After setting up the various categories of behavior and hazard-
ous situations, the investigator selected three judges to determine the 
indices: a psychiatrist on the administrative level, a psychiatric 
resident, and a nurse therapist. Each was familiar with the ward and 
its personnel, as well as with the patient. 
In discussing the ranking of the categories, the judges ques-
tioned three factors. First, they felt that the investigator had tende 
to rank the categories of behavior in the order that they tended to 
present problems to the nurse on the ward (e.g., the nurse could usu-
ally leave a depressed patient to attend to the needs of a patient who 
was restless and pacing the floor, and she could leave the latter to 
listen to the demands and accusations of another patient, etc.). This 
did not take into consideration the degree of the disturbance as the 
practicing clinician might view the situation (e.g., a patient might 
be more disturbed when he is depressed than when he is openly express-
ing his hostility). Ranking or weighting different types of behavior 
would ignore individual differences and would frequently distort the 
picture. 
The second factor taken into consideration was that depressive 
behavior, for example, was frequently found in inverse proportion to 
the other, more acting-out types of behavior; therefore, ranking the 
different types of behavior would tend to obscure the severity of the 
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disturbance (e.g., if depressive behavior is ranked lower, the degree 
of disturbance on the ward would appear to be very low during periods 
of depression when in essence this might be a very disturbed ward). 
The third factor that was not taken into consideration was the 
severity of different types of behavior (e.g., depressive behavior was 
not classified as mild, moderate, or severe). A patient who was 
severely depressed ought to be considered much more disturbed than a 
patient who was mildly anxious, and vice versa. Ranking the different 
types of behavior as they were currently set up would tend to ignore 
the overlapping that occurs between different types of behavior. Rank-
ing them according to varying degrees of severity would require more 
statistical sophistication than the investigator was prepared to 
undertake. Moreover, the available data did not seem to lend itself 
to this type of classification. 
After discussing the above factors in considerable detail, 
three alternatives were left open: (1) In order that the judges might 
assist in setting up reliable indices on the basis of the data, they 
would have to study the data in as much detail as the investigator had 
done. The amount of time involved precluded such a procedure. (2) The 
judges could set up categories and indices on the basis of their clin-
ical experience. This meant that the investigator would work with two 
sets of categories and indices to determine which was more predictable 
--those set up on the basis of the data by the investigator, or those 
set up by the judges on the basis of clinical experience. This also 
was rejected because of the volume of work this would entail. (3) The 
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investigator could apply equal weight to each type of behavior. This 
would indicate when there was an increase in the number of patients 
exhibiting the various types of disturbed behavior or the magnitude of 
the disturbance on the ward, but it would give no indication of the 
severity or the degree of the disturbance. In essence~ this would tend 
to minimize crisis situations on the ward. The other variables and 
their categorizations were also discussed and it was agreed that the 
same factors would be applicable to them as well. 
After consultation with a statistician, the decision was 
reached that the third alternative was the one of choice--to attempt 
to set up indices would tend to obscure the picture. A graph portray-
ing the occurrence of the different types of behavior would give a 
clearer picture of what occurred and would be less controversial than 
a graph based on the indices. 
After examining trial graphs of peak periods of the different 
variables, the statistician stated that a correlation or association of 
peak periods would be of little benefit because all categories of be-
havior and crucial events are given equal weight. To use statistical 
measurements to correlate or associate these factors would therefore 
tend to obscure the picture of what actually transpired. Tables of 
selected incidents in time together with disturbed behavior observed 
in the patient would indicate more clearly the relationship between the 
disturbed behavior and the crucial incidents. To apply the statistical 
measurements as originally planned was premature. While it would add 
a certain polish to the study, it would be more in terms of a pseudo-
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scientific sophistication which would only tend to obscure the real 
issues at stake. Such procedure might lead to false claims based on 
a premature application of statistical measurements. 
Even in setting up tables of selected incidents in time se-
quence, caution must be observed in associating disturbed behavior 
with specific events, since they may merely coincide by chance. Sig-
nificant statements made by the patient regarding her reaction to 
specific situations would have much more bearing on the relationship 
between the behavior exhibited and the event than would the coincidence 
of the two. However, a lack of such statements would not necessarily 
indicate a lack of relationship, since frequently neither the thera-
pists nor the patient were aware of the relationship. Repeated repe-
tition of a coincidence therefore does become significant. 
On this basis, the investigator decided to set up tables of 
selected incidents in time sequence together with the incidents of 
disturbed behavior exhibited by the patient. Separate tables will be 
set up for the different variables. The implications of the relation-
ship between these various factors, together with their development, 
and the manner in which they appear to be related, will be discussed 
in the case description. Significant statements made by the patient 
and the various persons involved in the situation, when available, 
will be used to confirm the relationship. 
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FINDINGS AND RESULTS 
I. Background Data 
For purposes of clarification and continuity, a certain amount 
of background data is felt to be essential. A description of the 
therapeutic setting is felt necessary for an understanding of the 
manner in which conflict arises out of and in the social setting, or 
develops in spite of it, and the manner in which the system rallies 
itself in order to remedy the situation once it occurs. The descrip-
tion of the therapeutic setting involves a description of the teaching 
and research hospital, including an over-all view of the organiza-
tional structure, the resident program and the doctoral program in 
nursing as they are related to the total structure, and the ward set-
ting as a part of the structure. 
Since this study is concerned primarily with the conflict that 
developed in the therapeutic setting within the small teaching and re-
search hospital in which the patient was rehospitalized during the 
first six months of this study, only brief descriptions will be given 
of the halfway house setting where the patient resided during the 
second six months of this study and the state hospital where the pa-
tient was hospitalized during the third six months of this study. 
The halfway house setting was in close proximity to the first hospital, 
and the patient maintained daily contact with the hospital during her 
stay at the halfway house setting. The resident assumed responsibility 
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for all contacts with the halfway house setting. While he felt that 
there were certain contentions within this setting that the patient 
was not a suitable candidate for the setting, the nurse was relatively 
uninvolved in this situation, and therefore it has been given little 
consideration in this study. In the third setting (the state hospital) 
the patient was entirely removed from the first setting. No major con-
flicts arose in this setting, but the conflict that had arisen in the 
first setting was still in the process of being resolved. 
A. The Therapeutic Setting. Massachusetts Mental Health Center 
(MMHC), the teaching and research hospital in which the patient was 
initially admitted, is described by Sharaf and Levinson (1957) as fol-
lows: It is a 120-bed hospital whose program is geared toward inten-
sive treatment, research, and teaching. Patients are generally ad-
mitted on the basis of their amenability to treatment of some kind. 
Characteristically, the hospital is noted for the following diversi-
ties: (1) the diversity in the patient population, which includes 
psychotics, neurotics, and sociopaths of varying severity and chron-
icity; (2) as a treatment center it is noted for its eclectic approach, 
using psychotherapy, sociotherapy, and somatic treatment; (3) as a 
teaching institute it offers clinical experience to a wide variety of 
students, including a residency program, a program for medical stu-
dents, psychology students, nursing students, and many others; and (4) 
as a research center it houses personnel from varying professions. 
At the time of this study, MMHC was going through a period of 
transition which involved a rather noticeable change from an early 
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permissive, relatively unstructured atmosphere to one that was much 
more structured and less permissive. Therefore, Sharaf and Levinson's 
(1957) findings have been modified on the basis of a personal inter-
view with M. Sharaf (June, 1962). According to Stanton and Schwartz's 
(1954) findings, such changes are frequently accompanied by chaos and 
a lowering of morale among personnel until clear communication is es-
tablished regarding the restructuring or reorganization of the insti-
tution. It is felt that MMHC was perhaps in such a state of chaos at 
the time this study was being undertaken. 
According to Sharaf and Levinson (1957), this diversity extends 
itself into the administrative level, where there are three key per-
sonnel, each with a distinctive way of looking at the hospital and each 
serving as a "role model" for the residents. (1) The Director of Psy-
chiatry, who is psychoanalytically oriented, is particularly identified 
with the resident program, but is also supportive of other workers 
who are involved in therapeutic relationships with patients. His role 
as consultant to the Doctoral Program in Nursing places him in a 
strategic position in relation to the two programs. (2) The Superin-
tendent is in sympathy with the varying types of treatment and has a 
heavy investment in both the resident program and the medical training 
program. He is therefore particularly concerned with the disposition 
of patients so as to provide adequate clinical experience for the 
trainees. However, he is not adverse to long-term treatment provided 
that an adequate plan is set up. (3) The Assistant Superintendent is 
particularly identified with the research program and functions as its 
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director. He is particularly concerned with milieu therapy. 
This diversity of ideologies is reflected throughout the admin-
istrative staff, which acts as the supervisory staff to the residents, 
and is conducive to the development of new programs and methods of 
treating patients. It is this diversity of ideologies that made the 
development of nursing therapy possible within this setting. The very 
essence of such a social structure, however, imposes certain hazards 
upon its personnel which is conducive to team conflict. Both the 
resident program and the nursing program fall within this category. 
1. The resident program. With this diversity of ideologies and 
the new role assignments, the new resident finds himself pulled in a 
variety of directions by a variety of forces when he first enters the 
institution (Sharaf and Levinson, 1957). While this situation offers 
him considerable latitude, it also places considerable pressure on him 
to form his own point of view. Along with these pressures, the resi-
dent is also faced with those placed on him by the nursing personnel, 
who have been in the hospital for varying periods of time and are more 
fully identified with the service functions of the hospital. Fre-
quently they have more experience in the psychiatric area than does 
the resident, who has considerable status as a medical doctor but lim-
ited experience in psychiatry to prepare him for his new role. Conse-
quently, 
it is well to keep in mind the resident's role confusion 
at the beginning of his training period. Until the resi-
dent is thoroughly grounded in principles and techniques 
of psychotherapy, he may lack sureness in his role identity 
and may be unable to interact constructively with other per-
sonnel regarding problems of sociotherapy (Sharaf and Levin-
son, 1957). 
52 
According to Sharaf and Levinson's study (1957), the residents 
have varying points of view regarding treatment which generally tend 
toward the "psychotherapeutic orientation." That is, they tend to 
make a basic distinction between treatment and care. The psychiatrist 
is responsible for treatment, and from his point of view the "unique 
one-to-one psychotherapeutic relationship" is the authentic form of 
treatment; and the nursing personnel is responsible for providing good 
care and an atmosphere that is conducive to good psychotherapy. The 
psychiatric residents tend to be suspicious of other nonpsychiatric 
personnel becoming involved in therapy with a patient, maintaining that 
this dilutes the patient's transference reaction to his therapist and 
arouses feelings that may interfere with therapy. They are also in-
clined to interpret effo~ts of other personnel as competitive in 
nature. This seems to be particularly true in relation to nursing 
personnel. A fourth-year resident recently made the following remark 
to the investigator: "In my philosophy there is no need for such ad-
vanced education in nursing [referring to the doctoral program in nurs-
ing], which involves the nurse in the treatment of the patient." His-
torically, the nurse played a more traditional role--she has been more 
or less under the authority of the doctor and has not become involved 
in psychotherapy. 
2. The doctoral program in nursing. The nursing program, in 
contrast to the resident program, is relatively new and consequently 
it faces the additional hazards which confront a newly organized pro-
gram. The doctoral program in nursing was in the process of develop-
53 
ing a basic philosophy of nursing therapy at the time it was inaugu-
rated, since it was felt that in order to set up a clinical training 
program it was essential to "identify with and feel committed to a 
particular method of therapeutic treatment" (Mellow, 1962, p. 67). 
The need for a basic core of philosophy of treatment in a clinical 
training center in psychotherapy is substantiated by Eckstein and 
Wallerstein (1958), who state that the theory which advocates that a 
student in psychotherapy be exposed to a variety of methods in order 
to develop a broadminded point of view is fallacious and nihilistic in 
nature. Furthermore, they suggest that unless there is a unifying 
philosophy within the institution and a basic core of philosophy of 
treatment among staff, the student's fate is apt to be left up to a 
combination of luck and initiative. 
The doctoral program in nursing, however, developed in a setting 
with a diversity of ideologies, which means that the student is con-
stantly confronted with the problem of determining whether she will 
accept the philosophy of nursing therapy as taught in the program, 
which is still very salient, or whether she will adhere to some of the 
other philosophies held within the institution, which are based on 
long years of experience and apparently logical theorizations. 
She is also confronted with a new role assignment and is con-
stantly exposed to personnel from a variety of disciplines who fre-
quently have more experience than she does and who, because of the new-
ness of the program, are frequently very curious about the nurse's 
performance. Also because of the newness of the program, the new stu-
dent has no old pattern on which she may base her new role or with 
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which she can identify herself. Nor is the new student ~une from 
the competitiveness of the other disciples, which she also feels and 
which is inevitable when a new discipline encroaches upon an area that 
has formerly been exclusively reserved for another discipline (Green-
blatt, 1955). This also places her in jeopardy with the nursing per-
sonnel, who feel that either she is deserting their ranks or else she 
is being critical of their performance (.Mellow, 1959). Consequently, 
the new doctoral student is confronted with problems very similar in 
nature to those confronting the new resident, but highly intensified 
by the newness of the program, and she would therefore seem to be even 
more susceptible to conflict. 
In addition, the new doctoral student is also faced with the 
following three factors which are unprecedented in the school of nurs-
ing: (1) She is given the opportunity of assuming a high degree of 
therapeutic responsibility for patients of varying types of emotional 
disorders, where she may be the major therapist on the case or may 
share her responsibility with the resident, but where her functions 
are considered a major contribution in their own right. (2) She is 
expected to commit herself to the care of a single patient over an ex-
tended period of time in long-term treatment, placing additional de-
mands on the nurse in terms of her personality, her insight, and her 
technique in the treatment of the patient, to which she is not accus-
tamed. (3) The recognition given to the new doctoral student places 
additional responsibility on the nurse to express herself and inter-
pret her role to persons from a variety of disciplines, in a variety 
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of situations 0Mellow, 1962). 
All these demands place considerable pressure on the nurse to 
come to terms with herself in relation to the new responsibilities she 
has undertaken, and she may seek devious ways of refraining from ac-
ceptance of these responsibilities. She may "deflect her anxiety into 
'fighting' either the social system or particular staff members who 
are opposed to what she claims she would like to do." These fights 
may be either covertly or overtly initiated by the nurse, or they may 
be a response to an initial hostility from the psychiatrist (Mellow, 
1962). 
Nursing therapy was introduced to this setting four years prior 
to the initiation of the doctoral program in nursing and had received 
acceptance as such. Initially, however, there was considerable re-
sistance on the part of the nursing staff, who considered the role of 
the nurse therapist as being more closely related to the role of the 
resident than the nurse. "They felt envious and threatened, which led 
to initial reticence and hostility. . In general, reactions of the 
nursing group tended to be personal and idiosyncratic, without involv-
ing concrete issues or specific problems ... "(Mellow, 1959, p. 4). 
The relations with the medical group were less strained, though certain 
confusion existed regarding the role of the nurse therapist in relation 
to the resident's role as a therapist. No particular difficulties, 
however, were encountered in relation to the top administrative per-
sonnel, who were highly supportive of this project and took an active 
interest in it. The remnants of these reactions were still prevalent 
at the time that the doctoral program in nursing was initiated. Also, 
56 
the role of the nurse therapist as a doctoral candidate was new and 
the doctoral student was thus confronted with a renewed resistance. 
Personnel seemed confused by this new role of the nurse, in which it 
appeared she was assuming the status of a doctor. 
3. Problems of team strategy. In viewing the above material, 
one may readily see how such a setting has many characteristics ready-
made for inducing "team conflict" in spite of the hospital's espoused 
policy and cultivated interests in a team approach to the psychiatric 
1 Dr. D., the team consultant, who is also a psychiatrist on problem. 
the administrative staff, analyzed the problem of team strategy as it 
is enhanced or affected by hospital policy in 1960 as follows: 
In a training hospital such as this, where one is con-
stantly launching new persons into their chosen profession 
and at the same time pioneering with new professional roles 
in a complex field, one is always faced with an adminis-
trative dilemma: how can we provide an optimum setting for 
individuality and the maximum development of an individual's 
creative potential in his chosen field and at the same time 
promote effective team collaboration? Effective team work 
always implies certain limitations and demands on a person. 
If these demands are too rigidly structured or too strongly 
emphasized it can crush the individual initiative. Or, if 
the person has a tendency to orient himself too much to the 
external expectations, he can use team functioning in a way 
that his own spontaneity and unique creativity wither. On 
the other hand, if the external expectations are too vague 
and permissive or if the individual is too intent on proving 
his own individuality that he is heedless of others, there 
can be chaos in the team work, a crushing of some by the dom-
inance of others, and ultimately poor training for work in a 
field which requires so much interdisciplinary collaboration. 
In general, this hospital is apt to place its emphasis on 
individuality and permissiveness. Most people find this re-
freshing and stimulating in a way that compensates for the 
lFictitious names are used for staff and patients so as to pre-
serve anonymity. 
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associated frustrations and chaos. It has the valuable 
emphasis, which can at times become a little idealistic, 
that the restrictions and demands essential to team collab-
orations are worked out within the individuals between team 
members. This has the valuable feature of integrating team 
collaboration into the emotional and professional identity 
of the individual rather than having it imposed as something 
alien to the individual's own interests. But by the same 
token it leaves many administrative issues and matters such 
as team collaboration subject to all the personal feelings 
and personal relations. This has the hazard of de-emphasizing 
the external reality of work to be done and emphasizing more 
personal wishes and feelings. By the same token such a team 
is more apt to fall prey to the triangular conflicts that 
arise with patients and personnel. 
This quotation emphasizes the hazards which are inherent in a 
social structure that is permissive. Furthermore, a study by Bikales, 
Egert, Weil, and Howe (1952) indicates that there are also certain ele-
ments within the professional status itself which tend to promote con-
flict. They found that 
. disagreements among leading figures in the hierarchy 
lead to resentments which, if not dealt with, have inevit-
able repercussions in the group. The authors have found it 
convenient to call this disagreement "trouble in paradise." 
Trouble in paradise is exceptionally difficult to bring into 
the open, especially when medical staff members are involved. 
Medical ethics precludes this kind of bickering; the physi-
cian's estimate of himself is threatened, and it is indeed 
difficult for anyone with a responsibility to patients to 
conceive of himself as a destructive rather than a helpful 
influence. Such factors lead to a rather tenuous repression 
of the conflict, and the negative emotional charge is dis-
placed from its original object on to the group. The leaders 
never lack for rationalizations to cover this irrational 
shift (Bikales, et al., 1952, p. 209). 
One would suspect that the nursing personnel was equally sus-
ceptible to the development of such conflict, particularly in relation 
to the medical profession. The nurse was traditionally taught that her 
first duty to the physician ''is obedience and absolute fidelity even if 
the necessity of his prescribed measures are not apparent to her .... 
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She does not speak unless it is absolutely necessary." While she is 
expected to "possess knowledge sufficient to help her build up in her 
own mind a possible diagnosis from the symptoms she observes, it is 
essential that she keep them in her own mind" (Nursing Procedures, 
1940, p. 10). Such a rigid training would make it particularly diffi-
cult for a nurse to participate freely in team efforts in relation to 
the physician, especially if these were also the expectations of the 
physician. One would expect such a situation to lead to marked re-
pression of conflict and consequently to displacement. 
The administrative staff within this setting, however, is 
deeply concerned with helping individuals who get caught in such con-
flict, not only for the purpose of relieving the misery which it 
causes the individuals involved, but also for the purpose of investi-
gating the problems of total team strategy as it affects the efforts 
of the individuals and of the professions to collaborate. It is this 
prevailing attitude which has made it possible for the investigator to 
carry on this investigation. 
4. The ward setting. The diversity of ideologies and roles 
within the hospital also extends to the individual wards. While there 
are certain similarities between the different wards, the permissive 
attitude and the emphasis on individuality in the hospital are re-
flected in the individual wards, and each ward has certain of its own 
more permanent characteristics (e.g., some of the wards are geared 
much more toward day care than others). 
The ward under consideration in this study is a women's ward 
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with patients of varying ages, varying degrees of illness, and from 
all walks of life. However, it has a reputation for drawing more pa-
tients from the lower middle class, who are prone to be chronically 
ill and suicidal, than do the other wards. The patient in this study 
always felt she was discriminated against because one of the other 
wards has patients of both sexes and has a reputation for drawing more 
intellectual patients from the upper classes. Consequently, this ward 
is frequently considered lower class, especially by the patients. The 
ward is open and patients are constantly coming and going. 
The ward has a bed capacity of thirty with a nursing staff of 
four to five, during the day, that is fairly constant. The nursing 
personnel is relatively stable. (During the time period studied there 
were no major changes as far as the head nurse, her assistant, or the 
aides were concerned.) On the other hand, there is a constant flow of 
residents and an annual change in the chief of service, usually a 
third-year resident, all of whom have differing and changing ideolo-
gies. Therefore, because the nurse is a more permanent staff member, 
the ward is highly dependent on her for its smooth functioning (Stanton 
and Schwartz, 1954). There is also a constant flow of other students 
and researchers on the ward. This is a potential source of distraction 
to the service personnel and constantly exposes them to persons of a 
variety of disciplines, whose professions place them in the role of 
the observer--a major source of anxiety and confusion. Thus the nurse 
has many heavy demands made on her, both as a liaison for those passing 
through the ward and as a caretaker for the patients, which may lead to 
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role conflict when the demands become too great. 
During periods of crisis these demands increase markedly: the 
interests of the observers rise; the administrative staff becomes more 
active and the orders increase; the individual therapist wants to know 
what is happening to his patients and wants more service; and the pa-
tients in general become more demanding of care. Since the nurse con-
siders the care of the patient her primary function, the increasing 
demands placed on her by the staff may become a major source of irrita-
tion, and tensions are apt to develop. 
While the nurses on the ward are keenly aware of their role as 
therapeutic agents and are encouraged to work with patients in a one-
to-one relationship, theyhad up to this point not been exposed to the 
doctoral students in nursing. They therefore tended to be suspicious 
of the students and by implication felt that this new role was criti-
cal of their own job performance. The doctoral students were faced 
with the problem of clarifying and interpreting their role to the nurs-
ing staff in order to gain their participation in the care of the pa-
tient. This was frequently made difficult by the very nature of the 
ward, since the nurse's attention was in constant demand and she fre-
quently found it difficult to spare the time. This situation was ag-
gravated by the doctoral students' own feelings of estrangement in a 
new environment and in a new role. 
5. The halfway house setting. The halfway house is supervised 
by two social workers and houses thirteen girls, all former patients 
in the hospital. As stated earlier, Dr. J. assumed responsibility for 
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all contacts with the halfway house. The only contact I had with the 
halfway house occurred at the end of the patient's stay at the setting. 
At that time, the supervisor of the halfway house stated that she did 
not feel they had received adequate supervision from the hospital for 
a patient who was as disturbed as this patient had been, and that they 
were not adequately staffed for handling patients of that nature. The 
difficulties revolved primarily around the patient's tantrum-like epi-
sodes and her promiscuous sexual behavior. 
6. The ward setting in the state hospital. Th~ ward setting in 
the state hospital under consideration in this study has a patient 
population very similar to that of the first ward setting in MMHC. 
However, here the similarities cease. The ward is one of many in a 
large state hospital, which has a bed capacity of 3,000. The ward is 
locked and appears to be a relatively isolated unit--a world unto it-
self CMellow, 1953). There is relatively little interchange between 
this ward and the rest of the hospital. Since it is a receiving ward, 
patient population changes rapidly. Patients rarely stay on the ward 
longer than three to four months before transfer or discharge, and they 
leave the ward only with permission. 
There is also much less confusion in relation to staff and other 
personnel on the ward. The ward administrator, usually a second-year 
resident, is the only physician assigned to the ward, and he is changed 
every four months. However, according to one of the administrators, 
their program is well structured and their roles are clearly defined, 
so that this change does not seem to be accompanied by any major con-
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fusion or upset. 
Nursing personnel also seems relatively stable. (During the 
period studied there was one change in the head nurse, who was the only 
registered nurse on the floor, but there were no changes among the 
aides, who had been on the floor for varying lengths of time--one had 
been there for fourteen years.) Nursing personnel is predominant on 
the ward, and the ward administrator appears to rely very heavily on 
them for observation and for patient care. They appear to be a very 
closely knit and cohesive group who, because of the lack of distraction 
and confusion on the ward, appear to be freer to spend more time with 
the patients. The atmosphere generally appears relaxed, with rela-
tively free interchange between the nurses and the patients. There is 
little restriction when the ward is high, permitting a high degree of 
self-expression among the patients. However, when patients become de-
structive or denuditive and appear to be unable to control themselves, 
they are secluded. The patients may be secluded either under doctor's 
orders or on the nurse's initiative. 
The only other personnel commonly seen on the ward are the stu-
dent nurses and the social worker assigned to the ward. No difficulty 
was ever experienced regarding regular contact with either the doctor 
or the nurses on the ward. They also seemed very conscious of the 
progress made by the patient and very willing to cooperate. 
7. The two therapists. Dr. D. described the two therapists as 
follows: "One is struck by the general high level of competence of 
both therapists, by their basic cooperativeness and their sincere de-
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sire to understand and help the patient." This statement suggests that 
one would not expect two people of this nature to become involved in a 
conflict of such an intensive nature. A study of the social structure 
would, however, indicate that any new resident or doctoral student in 
nursing entering this setting is subject to the many hazards which are 
prone to lead to conflict. In addition to this, the two therapists 
are also confronted with the hazards that face any two therapists en-
gaged in co-therapy, which calls for a very close and intimate working 
relationship. 
Prior to entering this program, Dr. J., the psychiatric resi-
dent, received his B.S. degree in 1952 and his M.D. degree in 1956. 
He had one year of internship, spent one year of active duty in the 
Navy, and was a psychiatric resident in a state hospital in New York 
for one year. He entered the resident program two months prior to the 
initiation of the doctoral program in nursing at MMHC. 
I, the nurse therapist, who was one of the first candidates in 
this program, completed by B.S. in 1952, had two years of experience 
in public health nursing, and completed my Master's in Public Health 
and Mental Health in 1956. Following this I taught for three years in 
a collegiate nursing school. In this program I supervised students, 
who worked with minor relationship disturbances in the home, in close 
coordination with a psychoanalyst, who met with us weekly to discuss 
the more disturbed cases. During this time I also started my own anal-
ysis, feeling that a better understanding of self was essential for 
working in the area of mental health. 
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Prior to receiving my B.S., I had graduated from a diploma 
school of nursing and had worked for two years as a district-nurse-
midwife in the Kentucky Mountains. Thus, both in the midwifery experi-
ence and in the public health experience, I had been working in a rel-
atively autonomous position, however always under'the administration 
of a physician. Consequently, I was fairly comfortable when left 
somewhat to myself, but very conscious of the boundaries between the 
functions of the nurse and the. physician. My interest in mental health 
developed out of the many experiences in the homes of patients where I 
frequently felt severely handicapped by my lack of understanding and 
the tremendous needs. 
Thus, while I had some experience in the field of mental health 
and three years in analysis prior to entering this program, my concept 
of nursing therapy and the manner in which it differed from psycho-
therapy was vague. Moreover, I had not been exposed to such a long-
term commitment to a patient, nor was I aware of the intimate nature 
of such a relationship and the many feelings this aroused on the part 
of the therapist. 
As this brief description illustrates, Dr. J. and I had very 
different professional backgrounds, but we had a mutual desire and 
common goal, namely, to learn to understand and help the patient. As 
far as both of us were concerned, the goals in relation to co-therapy 
were ill defined as we ventured into this new experience. It was later 
recommended that meetings be established at the outset to clarify roles 
and set up some goals to give the new therapists a fuller projected 
65 
view of what they were to accomplish. Both of us stated in retrospect 
that we had felt ill-prepared for what was to confront us. 
B. The Patient's Background. This is a brief description of the 
patient's background, based on the content of the nursing therapy ses-
sions, which indicate her early modes of reaction to specific situa-
tions as she reported them. It is felt that this background is essen-
tial for the continuity and integration of this study and for providing 
some understanding of her reactions within the therapy setting. 
As mentioned earlier, the patient, Marie, a young woman aged 
twenty-eight at the time of admission to the hospital, was diagnosed 
as a borderline schizophrenic. Classification is unknown and the 
diagnosis was later questioned as being possible hysteroid with 
schizoid tendencies. Dr. D., the team consultant, described her as 
having 
. a schizophrenic reaction with mixed features in a 
borderline personality .... While in many ways schizoid 
and hysteroid in her ego functioning she differs from a more 
typical schizophrenic and a more typical hysteric in her 
well-cultivated capacity to utilize unreality (or confusion 
of reality vs. fantasy) and regression in the service of 
certain object aims of a more advanced type. Her literary 
and artistic talents utilize and reinforce this process 
whereby she gains certain acceptance from others and some 
self-esteem by merging fantasy and regressive feelings into 
reality situations .... This confusion is so well practiced 
and effective that even experienced observers find it diffi-
cult to know what she 'really feels' and at what level she 
feels it. 
This was her third psychotic-like episode, having been hospital-
ized twice prior to this in another state at the ages of eighteen and 
twenty-two, respectively. Both previous episodes of hospitalization 
were comparatively short. Unfortunately, however, no records are 
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available. The first hospitalization occurred after two years at col-
lege. Marie states that she was diagnosed as "a mild schizophrenic." 
She reports that she had several electroshock treatments and gradually 
recovered sufficiently to return home. Her second hospitalization oc-
curred at the time of the break-up of her first marriage. Marie states 
that she became very distressed with their living arrangements and 
sought help from a social agency, which immediately had her hospital-
ized. She denies receiving any benefits from this hospitalization. 
The third hospitalization, the one under consideration in this study, 
occurred at the time of the break-up of her second marriage. 
At the time of admission, Marie had been in private therapy for 
nine months. She was three months pregnant and had been separated 
from her husband for three months. Her husband assumed the care of 
their two children, a girl aged four years and a boy aged one and a 
half years, but had them sent to the maternal grandparents in another 
state within two months after his wife's hospitalization. 
The following is a composite of the reflections of three mem-
bers of the team as they saw Marie: 
Descriptively, Marie is an attractive, tall, thin blonde 
whose winsome tendencies vary from those of a shy, 
frightened, helpless little girl to an artistic, intel-
lectual, highly verbal member of the Bohemian society. 
Her less attractive features include a progressive in-
fantilism by which her rage, tears, negativism, and lurid 
language--at first fascinating to the observer--become dis-
tasteful. Her shallow intellectualizations can be so de-
void of affect that they become boring even to the most 
interested. Perhaps her most puzzling and frustrating char-
acteristic is the way in which she functions at such varying 
levels that one has difficulty knowing how to respond to a 
given bit of speech or behavior, tending at times to over-
estimate the seriousness and depth of certain graphic prim-
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itive expressions or pleas for help, then tending at times 
to overestimate the superficiality and histrionic quality 
of her overtures. 
Her graphic descriptions are often very intriguing and are "beautiful 
descriptions of authentic schizophrenic feelings . almost a little 
too beautiful ... if not just a little too poetic." She describes 
her mother as "a delicate and fragile glass flower" and herself as a 
"stubby little pencil" or "my mind is like a little child and I have 
to keep pulling myself away from playing games." 
Basically she has three dominant characteristics which tend 
to be reflected in her relationships with others. She is 
very shy and sensitive, and defends herself by being cold 
and unresponsive; she is very critical of herself and this 
spills over on everybody around her; and she tends to be 
very derogatory of others in an apparent effort to raise 
her own faulty self-esteem. Consequently, her ability to 
develop any meaningful or lasting relationships seems to be 
definitely impaired. 
Marie has many talents and potentialities. She was an A student 
throughout her high school years, winning considerable recognition for 
her writing ability during her high school career, and a national award 
for her poetry in her early twenties. Her artistic talent likewise has 
been a constant source of special recognition throughout her life. 
She also displays unusual talent in designing and sewing clothes; and 
the musical therapist at the hospital considered her a potential con-
cert pianist, stating that she has the ability "to improvise in a man-
ner subtle enough to be artistic and intelligent." Unfortunately, 
however, Marie has never been able to utilize or develop her talents 
because of her illness. 
Comparatively little is known of her early formative years that 
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is specifically indicative of a later schizophrenic break. She was 
the firstborn of five siblings. Her mother, the daughter of a Dutch 
immigrant, was 20 years old when Marie was born. Marie describes her 
mother as an attractive, sweet, delicate little Dutch woman who was an 
immaculate housekeeper and took great pride in her personal appearance. 
Marie considered her insincere in her relationships with others, being 
alternately warm and responsive, or cold and aloof. From the descrip-
tion given by Marie, her mother appears to have been very vivacious, 
rather flighty, unable to tolerate any unpleasantness, and highly con-
cerned with making good impressions. The latter seemed to be related 
to her feelings of inadequacy in adapting herself to another culture. 
Her father was a police detective, highly successful in his 
field, but socially uncomfortable; and he was very principled but with-
-out any religious faith, according to Marie. Marie states that they 
had many arguments revolving around religious and political matters. 
Any pleasantness in relation to her father is associated with family 
outings, in which she found him very delightful, and he was very 
active~ At home he tended to be noncommunicative and participated 
little in family activities. Despite Marie's capacity for verbal ex-
pression, her descriptions of her family and her home life tend to be 
very vague and unclear. There is little evidence of overt aggression 
and the expression of hostility appears to have been very subtle. 
The only parental conflicts to which the patient has referred 
are the mother's interest in the more cultural matters in life and the 
more conventional modes of expressing self, in contrast to the father, 
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who tended to be more nonconventional and preferred the more natural 
modes of expressing himself. For example, her father liked to dress 
casually and lounge around on the beach, while her mother loved to 
dress and attend concerts. Marie states that on the eve of her first 
breakdown she experienced a tremendous conflict within herself regard-
ing her desires to be unconventional and Bohemian, and her desires to 
be conventional. She associated herself more with the Bohemian, which 
she considered hostile, whereas her family was associated more with 
the conventional, which she considered warm and friendly. 
When Marie was two years old, her mother, as a result of finan-
cial stress, sought employment outside the home and left Marie in the 
care of a neighbor lady. During this period Marie describes herself 
as sitting in the corner and moping all day until her grandmother came 
to her rescue. When Marie was four, her older brother was born. At 
this time Marie says she became very sullen, cold, and rigid. She felt 
very lonely and "cried in her heart" as her mother "sang her lullabies 
to her brother and rocked him in her rocking chair," and she wandered 
aimlessly around, unloved. At the age of five her mother "cruelly 
forced" her to attend kindergarten, when all she wanted to do was stay 
at home and be "mother's little girl." At the age of twelve she lost 
a very close adolescent female friend, who moved to another city be-
cause of illness, and Marie spent many hours writing romantic books 
about their relationship in very artistic form with gold lettering. 
However, her friend failed to respond until it was too late. Marie 
states she never will forget the intense feelings she experienced when 
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her friend left her. When she was fifteen her younger brother was 
born and Marie felt displaced. She felt completely lost at this time--
like a child without a home and without parents, completely alone in 
this world. A year later her twin sisters were born. During this 
period Marie states she became very nasty and got herself sexually in-
volved with a young boy whom she considered inferior and socially un-
acceptable. Her parents broke up the relationship by sending her to 
college where she again felt very lost and alone. Her social life was 
bleak and she constantly dreaded that her professors would find her 
inadequate. Just prior to her breakdown she had developed a platonic 
friendship with an older man which failed to develop into the romantic 
affair she desired. 
Thus Marie appears to have undergone a series of stress situa-
tions which she experienced as rejections and which may be classified 
as developmental or accidental crises--developmental crises referring 
to natural periods of transition in the course of development, such as 
adolescence, which are characterized by cognitive and affective dis-
orders; and accidental crises referring to unpredictable loss, or 
threat of loss, of basic supplies, or challenge associated with an in-
crease in the demands made on the individual and resulting in a dis-
turbance of the behavioral pattern (Caplan, 1962). It would also ap-
pear that Marie received relatively little emotional support from her 
family during these periods, since the family, according to Marie, 
tended to avoid the discussion of "unpleasant matters." It does not 
seem surprising, therefore, that there appears to be a decreasing 
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ability on the part of Marie to cope with these stress situations. 
Marie's early reactions to these stress situations seem to be 
those of withdrawal, accompanied by a great deal of pain and anguish 
as well as bitterness. In her early adolescence she began to escape 
into a rich fantasy life, while later her reactions tended to be more 
retaliatory and self-destructive, her final reaction being that of 
psychosis, which Marie states she experienced as death. Each stress 
situation appeared to be accompanied by a decreasing ability to reach 
out to those around her, resulting in an increasing estrangement from 
those persons in her environment who could have been helpful to her. 
According to Caplan (1963), such a predicament may be instru-
mental in the development of disturbed patterns of behavior: 
In addition to increasing the burden on the individual in 
crisis, or not providing help in management of increased 
tension, the family may actively interfere with effective 
problem solving by advocating or encouraging a policy of 
avoidance of the crisis problem. It may add the influence 
of its group masking devices to that of the suppressive or 
repressive defenses of the individual's intrapsychic mech-
anisms, so that the reality issues are obscured before some 
adequate resolution of conflicts has been arrived at. The 
crisis may thus be suddenly cut off, and false consolation 
may be provided the individual for his unmet needs without 
his having gone through the active process of mastering his 
negative feelings; and either altering external reality by 
appropriate action so as to resolve the difficulty, or com-
ing to a decision of active resignation in giving up some 
goal of need satisfaction. Fantasy compromises may be fos-
tered in the individual. Where the fantasy compromise is 
fostered in the referent we get the characteristic train of 
intrapsychic events leading to neurotic symptom formation 
(Caplan, 1963, Ch. 3). 
He later states that such a state of events may eventually lead to psy-
chosis as the situation becomes intolerable. 
Following her first hospitalization, Marie remained at home for 
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six months, but was unable to establish communication with her parents 
in spite of their many efforts, which she considered very clumsy. For 
example, her father took Marie, her brother, and her grandfather to 
Death Valley for her to recuperate. This had many symbolic meanings 
for Marie, who interpreted this as a desire to get rid of her and hide 
her from the rest of the world. Her mother did not accompany them but 
became involved in trying to repay her daughter for the illness she 
felt she had created in her, and so redecorated the home to please her. 
Marie, at this time, moved to a nearby college town where she 
met the two men who were to become her future husbands, Steve and John. 
She fell in love with Steve, who left shortly before their planned 
wedding day and spent all the money they had saved for their marriage. 
After his departure, she went to live with John and became pregnant. 
Upon Steve's return, the three of them got together with her older 
brother and planned an illegal abortion, which she maintained was per-
formed in a very sinister and mysterious manner. She then married 
Steve. In describing this, Marie stated that this entire period 
seemed to have a very unreal quality about it; it was more like an ex-
periment in the mechanics of making love than a real life experience. 
According to Marie, her first husband was a homosexual and a 
poet who was extremely narcissistic and incapable of loving a woman, 
She describes their relationship as "the union of two miserable souls 
who were lost and didn't know what to do with themselves, so they just 
wallowed in their miseries without direction, hoping that someone 
would come along and show them the way." Marie became increasingly 
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upset as she was attempting to support her husband in college and the 
situation eventually became intolerable, resulting in her second hos-
pitalization. Following her hospitalization, she obtained a divorce 
and returned to college, feeling extremely rejected by her parents, 
who she was convinced did not approve of divorce. Her divorce, like 
her illness, was never discussed at home--they were unpleasant matters. 
In the middle of the first semester Marie again felt very distressed, 
packed up her belongings, and went to join John in another city. They 
lived together for three months, she got pregnant again, and they were 
married with the sanction of John's family. 
The second marriage at the age of 23 lasted five years and pro-
duced three children. The first three years of this marriage were 
spent in the midwest, where her husband attended college, and were ap-
parently the most meaningful and integrated years in her adult life, 
though Marie describes herself as being very miserable and unhappy. 
She frequently refers to those years as having more meaning and direc-
tion than any other period since childhood, despite many threats of 
desertion by both of them. After her husband completed college, they 
moved to Boston in 1957 and, as her husband became increasingly success-
ful in the literary field, she became increasingly disturbed, finding 
it difficult to continue the care of her children and her home. She 
started private therapy nine months prior to her third hospitalization 
in 1959. After six months she, with her children, left her husband, 
had an illicit love affair with a neighbor, and subsequently realized 
she was pregnant--the paternity of the child being questionable. 
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Things became increasingly difficult until the time of her hospitaliza-
tion. 
According to this history, one may conclude that Marie reacted 
rather dramatically to incidents that commonly occur in the life of a 
child and that she appeared to be very sensitive to any semblance of 
rejection, tending to feel very inadequate and unwanted and becoming 
increasingly self-destructive in her reactions. On the other hand, 
she appears to have been treated as a very special child with unusual 
talents and high expectations, and tended to use these talents as a 
means of gaining acceptance for herself. The manner in which this was 
promoted or instigated by her parents is unclear. Marie, when unable 
to achieve her idyllic desires, tended to become very frustrated and 
was very cryptic and caustic in her remarks. Following her adoles-
cence, Marie appeared very unstable and unable to form a satisfactory 
relationship in marriage. This period is conspicuous for the over-
whelming sense of failure and emptiness experienced by her. She was 
constantly yearning for and seeking an "intensity in life--a feeling 
of belonging," which forever eluded her. To yearn for it meant that 
she had realized it at some time, in spite of her denial, according 
to Dr. D. The patient later verified this in therapy. 
C. Early Development of the Triangular Relationships in the 
Therapy Setting. This is a brief description of the relationships as 
they developed during the first year in the therapy setting--the 
greater emphasis being directed toward the doctor-nurse and nurse-
patient relationships, with a description of doctor-patient relation-
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ship as it seemed to affect the other two relationships. Relevant 
events occurring during this period will also be included. These find-
ings are based on the contents of the nursing therapy sessions and the 
team conferences. 
This period was not studied in as detailed a manner as the 
eighteen-month period which was selected for this study. However, it 
was felt that a description of this period was essential to further 
illustrate (1) Marie's particular modes of reactions to specific sit-
uations as they were expressed and enacted in the therapy setting; 
(2) the manner in which the doctor-nurse conflict developed, together 
with the manner in which the patient appeared to be participating in 
its development; and (3) some of the problems encountered in nursing 
therapy and the manner in which they were approached. 
This period will be subdivided according to changes which oc-
curred in the nurse-patient relationship, since the greater part of 
my efforts during this period was directed toward developing a rela-
tionship with the patient. While consistent efforts were made during 
this period to establish regular conferences with Dr. J., I did not 
feel too perturbed by his refusal to meet with me, nor did I feel that 
this was seriously hampering my efforts in therapy. Later this turned 
out to be one of the major factors in the development of the conflict. 
My reasons for selecting Marie as a patient are somewhat vague. 
There was little preliminary preparation for selecting a patient fol-
lowing enrollment in the doctoral program. The doctoral candidates 
were instructed to visit the various wards, mingle with the patients, 
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and find out which patients were available for nursing therapy. My 
concept of what this would involve was based on my previous experience 
in public health and the clinical experience in the Master's program. 
I had never worked in an institution for the mentally ill. I felt very 
uncomfortable floating around the hospital without any specific assign-
ment and was therefore anxious to find a patient as quickly as possible. 
When I first saw Marie she was sitting by herself on the ward, 
wearing a new gown which she had just designed, looking very regal, but 
alone and aloof. Her appearance was very striking, yet at the same 
time pathetic. It immediately aroused a desire to reach out to her 
and help her re-establish contact with those around her and free her 
to utilize her more personable qualities. Prior to seeing her, I had 
been given a brief history of her many favorable attributes as well as 
her expression of intense hostility toward those who attempted to help 
her. Consequently, I was very pleased when Dr. J. agreed that this 
patient might be suitable for me to work with as a nurse. This deci-
sion was based on Marie's tendency to isolate herself from other women 
--patients, personnel, and friends alike. Her reaction to men, on the 
other hand, was very seductive, tending to be hostile when her over-
tures were not accepted. It was felt that a relationship with another 
woman would be very helpful. Dr. J., however, viewed my function more 
as that of a woman "who could give sufficient effort to develop a pos-
itive relationship with this patient who was so hostile to the women 
in her envirorunent" than as a co-therapist. Marie at this time was re-
lating positively to Dr. J. Dr. J. later stated that he had no concept 
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of what my functions would be, and he felt that this should have been 
clarified at the outset. 
On the first day we met, Marie gave me a valuable clue of her 
inner conflictual problem, which was later to become the problem for 
the total team strategy. When I was introduced to Marie another pa-
tient walked up and was also introduced, Marie immediately withdrew, 
hung her head, and looked very dejected. She later stated, '~hen two 
people get together, I am always left out." She had hoped that I would 
be interested in her, but when I turned to acknowledge the other pa-
tient, she felt that I could not possible be interested in her, 
1. Period of direct expression of hostility. This period 
lasted six weeks and it portrays the intensely hostile reaction I en-
countered when I first attempted to develop a relationship with Marie. 
Marie's early reactions to me were very negative. When I informed her 
that I had selected her for a patient, she immediately informed me 
that she did not wish to have anything to do with me. Her comments 
were, "I have a doctor and I do not need a nurse. I don't like sub-
ordinates . . • nurses who want to be psychiatrists . . . people who 
want to solve their own problems by helping others. Why don't you go 
find your own psychiatrist? You just aren't my caliber." I recog-
nized Marie's anger and the distress this was causing her and let her 
know that I intended to keep seeing her daily, five times a week. As 
I kept coming back, she became increasingly vehement, sarcastic, con-
temptuous, abusive, and derogatory in her protestations against any 
attempt on my part to approach her, stating, "I thought I made it clear 
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that I did not wish to see you 
head that I don't like you 
can't you get it into your stupid 
you are nothing but a hag, a worm, 
the scum of the earth ... there is nothing about you that I like," 
and then she proceeded to verbally tear me down personally, profes-
sionally, and morally. It was felt that she was extremely sensitive 
to my own vulnerabilities--my feelings of inadequacy and lack of sure-
ness in my new role assignment, 
There were occasional moments of respite when I would catch a 
brief glimpse of the more pleasing aspects of her nature. For example, 
during the third week Marie very unexpectedly introduced me to a group 
of patients and stated in a very teasing manner, "She is my nurse, but 
I am giving her a rough time," and proceeded to converse with me in a 
very amiable manner for approximately five minutes and then withdrew. 
The following day she was more vehement than ever. It was felt that 
whenever Marie showed any warmth toward me she became very frighttened, 
as evidenced by her increased hostility the following day. This on-
slaught continued for six weeks with little remission. In the mean-
time, however, Marie began to make friendly overtures to other person-
nel on the ward. 
As a result of these tirades I began to feel increasingly in-
competent both personally and professionally at a time when I was 
simultaneously attempting to establish myself in a new program and a 
new setting. My sensitivity was magnified by the fact that this was my 
first attempt to establish a relationship with an extremely disturbed 
patient. Also, all contacts with Marie occurred on the ward where I 
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was constantly exposed to others who had more experience in working 
with this type of patient. In addition, I was fearful that Marie's 
reaction might be harmful to her--a tradition deeply rooted in nursing, 
namely, that the nurse must be comforting to the patient, not disrupt-
ing. 
Both Miss N., my nursing therapy supervisor, and Dr. J. were 
most supportive to me at this time. Both felt very strongly that my 
major therapeutic task at this point was to be consistent in my attempt 
to develop a relationship with the patient, not letting her drive me 
away and destroy all possibilities of developing a relationship. Miss 
N. helped me realize that this verbal assault was not to be taken per-
sonally, but rather that it was indicative of the patient's own feel-
ings of extreme inadequacy; also that such upsets were not detrimental 
to the patient, but were an essential part of therapy--a patient had to 
relive past experiences within the therapy relationship in order to 
learn new and better ways of relating and that this was often painful. 
According to Anna Freud (1946, p. 19), such passionate emotions of 
hate, jealousy, and anxiety expressed early in therapy are not justi-
fied by the situation, but have their source in the Oedipal complex 
and give us valuable information regarding the infantile manner in 
which the patient handled her early affective life. Ward personnel, 
however, were more ambivalent about Marie and her reactions. They 
stated, "She is positively the rudest person I have ever seen. How 
come you put up with her?" 
It was during the sixth week that for the first time Marie ex-
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pressed a real feeling of distress when I told her that her abusiveness 
made me very uncomfortable. Her reply was, "No decent person would 
permit herself to be insulted like you do. Why don't you leave me 
alone? I don't like to tell p~ople off. It isn't nice, and I am 
afraid that it will scar me." This comment was followed by a most 
threatening tirade, in which the patient was blaming me for making her 
nasty and threatening to have me removed from the hospital for my in-
competence. Ward personnel who overheard this tirade questioned me 
later, wondering whether I was indeed damaging the patient by enforcing 
myself upon her. 
Following this incident, Marie became increasingly frightened 
and panic-stricken when I appeared on the ward. She would run into 
the bathroom or out into the cold, screaming that she did not want to 
see me. Shortly afterward, during one of her quieter moments, I asked 
Marie, "What is it about me that is so frightening?" Marie seemed 
momentarily confused and bewildered and then said, "I don't know," in 
a very subdued tone. I asked her if she wanted to find out. Marie 
seemed very obviously relieved as she answered, "Yes," and left the 
room. The following day Marie apologized for her rudeness. She stated 
that she did not know why she had acted in such a frightful manner, but 
her anger was gone now and she felt like a different person. She felt 
it would be most helpful if she could talk to me. This change was 
dramatic. All hostile outbursts toward me ceased and she began to talk 
very freely. It was felt that the recognition of fear as the basis for 
her intense anger made it possible for Marie to start responding to me 
in a more oositive manner since fear seemed to be a much more acceot-
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able reaction than anger. 
2. Period of attempt to establish self-esteem through intel-
lectualization. Following the period of extreme abusiveness there was 
a period of approximately three months during which Marie talked very 
freely. While her conversation was frequently accompanied by a great 
deal of anxiety and occasional withdrawal, there was no further evi-
dence of her early extreme hostility. The whole tone of her conversa-
tion, however, seemed to be very superficial--very intellectual with 
little affect. It was felt that Marie was attempting to establish her 
own faulty self-esteem through intellectualization. Little attempt 
was made, therefore, to push Marie at this point. She was permitted to 
set her own pace. 
The main topics of her conversation centered around her inade-
quacies as a woman and her fears of becoming involved with them. This 
fear seemed to be based on her past involvements with women in which 
she had felt very inadequate. She feared that if she became involved 
with a woman she would become nothing and lose her identity. She com-
pared it to losing self in a picture or a song--when she painted a 
picture or played a song, it became everything and she became nothing. 
She described the women with whom she had been involved in the past as 
being very witty, charming, intellectual, and accomplished. 
For example, in high school she developed a very intense rela-
tionship with a girl named Myra, who was "very intellectual, well 
versed in Greek drama, read everything and knew everything. She was 
very intense and dramatic; she dressed like the devil--very unconven-
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tional, frequently wearing a black cape; she was very sexy and had 
frequent intimate tete-a-tetes with men at romantic bars; she had a 
lot of charm and was very fascinating. It all seemed very dramatic 
and wicked; it was like Bohemian living--music and art all mixed up 
with sex; it was a very intense type of feeling--like losing yourself 
in beauty, completely different from the ordinary." In contrast, Marie 
described herself as being very inadequate, nondescript, awkward, and 
naive-~like a little baby. 
She desired all the qualities her friend possessed, but didn't 
know if this was what she really wanted or not. She felt torn between 
her desire to be like this girl and her desire to be more conventional 
like her cousin, who was accepted by the family. She described this 
girl as "a very good girl; she was pure; she did what her parents 
wanted her to do; her grandparents preferred her because she was not 
so unorthodox; she had a conventional white church wedding and the 
guests all dressed appropriately.'' Marie did not feel she belonged to 
this group, though she had a tremendous desire to join them. 
In Marie's description of self in relation to other women there 
was evidence of a strong element of adolescent hero-worship, with a 
narcissistic quality. While she expressed a desire to be like her 
friends, she also stated that she wanted them to care for her like a 
little baby. There was also evidence of a conscious confusion and 
conflict between her desires to be this fantastic, unusual type of 
woman and her desire to be the more ordinary conventional type of 
woman, with an extreme fear that no one would like her unless she was 
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this extraordinary woman. 
At the time this change occurred in Marie's attitude toward me, 
considerable pressure was being placed on Dr. J. to have Marie trans-
ferred to another hospital with provisions for delivery, or have her 
discharged. She was in her eighth month of pregnancy and MMHC did not 
favor keeping the patient with delivery that imminent. Dr. J. was 
quite undecided regarding the desirable disposition, but tended to 
favor discharge, despite his skepticism about her readiness to be dis-
charged. The administrative staff favored transfer to another hospi-
tal. Marie at this time had one of her chaotic, ~tantrum-like epi-
sodes, in wkich she called out names and spoke incoherently. This led 
Dr. J. to decide upon transfer. It is debatable now whether this 
chaotic episode was Marie's reaction to the conflict among personnel 
responsible for her care or the increased pressures placed on her in 
relation to pregnancy, and discharge or transfer, or the degree to 
which these were interrelated. I was relatively uninvolved in this 
situation, since my relationship with the patient was still felt to be 
in a very precarious state and it was questionable whether Marie would 
consent to seeing me when she left the hospital. 
As soon as the decision for transfer was made I offered to con-
tinue therapy, and both Dr. J. and Marie were very favorably inclined. 
Arrangements were made for me to continue working with Marie in the 
other hospital, and Dr. J. requested that I keep him informed of any 
relevant events. He planned to discontinue treatment while Marie was 
in the other hospital. 
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Dr. J. and I had been meeting weekly up to this point to keep 
each other informed about the progress being made by Marie, though the 
meetings tended to revolve primarily around my work with her. My con-
cept of Dr. J. 's work with her was very vague. I felt this might be 
related to the fact that the psychiatrist traditionally does not di-
vulge the content of his therapy sessions to someone outside of his 
profession, while the nurse is expected to pass on to the physician 
any information she has that might be helpful to him in the treatment 
of the patient. Generally speaking, however, I found the meetings 
satisfactory in that they were supportive during a very difficult 
period. Dr. J. occasionally made remarks that I considered personally 
and professionally disparaging. Consequently I tended to harbor some 
resentment toward Dr. J., but did not bring this out in the open. 
Marie was transferred to the other hospital during the third 
month of nursing therapy, but within six days she was discharged. She 
stated that the food was miserable and inadequate for a pregnant woman, 
and she was fearful of having her child born in a state hospital. Her 
husband consented to having her return home on these grounds, and the 
hospital, on the basis of her conduct, could see no necessity for con-
tinued hospitalization. Marie's reaction to this entire transaction 
seemed very well controlled and rather superficial--almost as though 
it were not real. Everything was very logically planned, but without 
any feelings attached to it. Marie described herself as a mechanical 
doll being moved about by the pawns. Occasionally she seemed to be ex-
periencing a feeling of well-being which the situation did not warrant. 
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She saw herself embarking upon a new venture, which presented all forms 
of opportunities which had previously been denied her. Her ability to 
pull herself together under these circumstances was amazing. One might 
conclude that this was due to her capacity to repress the unpleasant 
as though it did not exist, enabling her to react in a mechanical 
manner. It was felt that her ability to assert herself and get herself 
out of the hospital, so that her infant would not have the stigma of 
being born in the state hospital, was strong evidence of her essential 
ego strength. 
After her return home, Marie came in five times a week to see 
me and twice a week to see Dr. J. on an out-patient basis. She seemed 
relatively well controlled throughout this period. I asked Dr. J. to 
resume the regular meetings so that both of us would be working in the 
same direction. Dr. J. stated that he did not feel such meetings were 
necessary since he was being mainly supportive at this time. He sug-
gested that the need for establishing regular meetings be reconsidered 
after the baby was born. 
The baby was born at a local hospital after Marie had been in 
nursing therapy for three months. I continued to visit her regularly, 
while Dr. J. visited her once during her hospitalization. Generally, 
Marie found this experience gratifying. The birth of the baby and her 
ability to nurture him was experienced as a fulfillment of self. Her 
relationships with the doctor and nurses were satisfying, in that she 
was less fearful of them than she had been during her previous deliv-
eries. Finally, she found through her interactions with the other 
86 
patients on the ward that she was not so different and this also was 
very comforting to her. These conclusions were based on an analysis 
of the content of the nursing therapy sessions. 
However, Marie had two upsets during this period. She had a 
minor upset during the third day when her son was nursing poorly. Both 
her husband and Dr. J. failed to appear as scheduled, and she dreamed 
that her father had banished her from her home because of the question-
able paternity of her baby. Consequently, Marie felt rejected by all 
the significant men in her life and was fearful lest I would also leave 
her. The second upset occurred on the eighth day when one of the pa-
tients made a critical remark about her aloofness. Marie became very 
insultive, started crying uncontrollably, and had to be transferred to 
a private ward. This incident reaffirmed Marie's feelings of inade-
quacy and her sense of failure. 
It was felt that the more positive aspects of this experience 
were attributable to Marie's developing relationships with her thera-
pists--her ability to relate more positively to her therapists enabled 
her to relate more positively to others in her environment. 
Following Marie's discharge from the maternity hospital, I 
visited her in her home for three weeks until she was able to return 
to the MMRC on an out-patient basis. While she was rather agitated 
during this period, there were no major upsets. She had a few fan-
tasies of injuring the baby, but this was not evident in her care. In 
fact, her care of the baby demonstrated that she was deriving increas-
ing satisfaction from her maternal feelings toward the baby. For ex-
87 
88 
ample, she was very embarrassed by the pleasure she was experiencing 
in talking baby talk to the baby--any ordinary human experience seemed 
to embarrass her. It was much more acceptable to do artistic etchings 
of the baby's special little wrinkles. Her desires to be a good mother 
were very evident, as were her fears of proving inadequate. 
Marie at this time was making a frantic effort to regain her 
husband's affection by attempting to improve her housekeeping and her 
disposition. While she was gaining increasing satisfaction from her 
household chores, her relationship with her husband seemed to be de-
teriorating. She tended to be very critical of his literary ability, 
his masculinity, and his ability to provide for her and the children. 
She aggravated him by making continual demands for his affection. He, 
in turn, was depreciating her by failing to show any concern about the 
paternity of the baby and inviting her former husband and her former 
lover to dinner. 
Early in the fifth month, Marie returned to the hospital on an 
out-patient basis. However, because of the difficulties involved in 
getting a babysitter, she was able to come in only three times a week. 
My sessions with her were cut down to three a week, while Dr. J. con-
tinued to see her twice a week. The content of her nursing therapy 
centered around her early life experiences and current relevant events 
as they portrayed her feelings of inadequacy as a woman. The tone of 
these sessions continued to be highly intellectual with very little 
feeling, yet underneath all this there appeared to be a desperate ap-
peal for appreciation and affection. She talked very freely of her 
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penis envy and her anal characteristics, but was unable to state what 
her feelings were when her parents showed any preference to her younger 
brothers and sisters. She merely stated, "This was as it should be." 
She vigorously denied any feelings of resentment. She might occasion-
ally picture her mother as a rather malevolent person who was incapable 
of loving her or understanding her, but denied any expression of anger 
between them. She seemed more fearful of her. Feelings of affection 
were similarly denied. According to Searles (1961), such an adamant 
denial of interaction is indicative of a very intense, dependent rela-
tionship-early in childhood. 
Throughout this period Marie talked of the tragic incidents of 
her life, without grief or anguish. It was all very extraordinary, 
supernatural--like a novel, it was not real. It was felt that this 
was an attempt to fascinate me with her unusual life experiences and 
thus gain my undivided attention, but at the same time she was masking 
her deep and true feelings of inadequacy and the intolerable pains as-
sociated with this. 
Her feelings of inadequacy, while portrayed in a very super-
ficial manner, were all-pervasive. She had failed her parents as a 
daughter. She had failed to develop any meaningful and lasting rela-
tionships in her adolescence. She had failed to attract the type of 
man she desired as a young woman--she had gone from one man to the 
other to learn the mechanics of making love, but without success. In 
her marriage she was equally unsuccessful. She talked of herself and 
her husband as "two spineless, half-baked individuals, who played at 
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keeping house like two little children who had stopped growing." As a 
mother she felt incapable of loving her children. She felt "cold and 
rigid . . . like a mechanical doll . . . and her children became empty-
headed." In conjunction with her feelings of inadequacy Marie was con-
stantly referring to her intense desires to be the most beautiful, the 
most charming, the most witty, the most fantastic woman--an Archibald 
MacLeish or a Picasso, amongst women. In her fantasies she frequently 
was this superior person. She was constantly vacillating from one ex-
treme to the other. Either she was this fantastic, unusual sort of 
being with the world bowing at her feet, or else she was this crazy, 
wierd, bizarre creature who would be cast off by any decent sort of 
person. She saw me in similar extremes. 
Throughout this period my therapeutic task was directed toward 
(1) being supportive of Marie's desire to be a good mother and a good 
wife; (2) attempting to cut through her intellectualizations and her 
fantastic self-imagery--her tendency to glorify her pathology; (3) 
helping Marie to become more aware of herself--her true feelings and 
desires to be more ordinary and conventional; and (4) helping her to 
express her more genuine feelings. This was a major task since Marie 
was a master at self-deception and highly suggestible, and together 
with Marie I frequently found it difficult to distinguish the real from 
the imaginary in her life. It was a very frightening and confusing ex-
perience to find myself losing contact together with the patient. At 
this point it was very reassuring to have a supervisor who had been 
through this experience and who could help point out the more realistic 
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aspects of the situation. 
When the patient returned to her regular schedule after the 
birth of the baby, I made another request of Dr. J. to resume regular 
meetings, but he did not see the need for this, nor did he feel he had 
the time. While I did not feel this was hampering me too much in my 
therapy sessions, since the patient tended to keep her relationship 
with me very separate from her relationship with Dr. J., I found myself 
becoming increasingly resentful of his refusal to meet with me, feeling 
that he did not consider my work of sufficient importance to be worthy 
of discussion. 
3. Period of the emergence of more positive feelings. During 
this period, which lasted approximately five months, Marie began to 
drop some of her intellectualizations and there was a gradual emergence 
of her more positive feelings toward me. These feelings were rarely 
expressed in a direct manner. Either they were expressed in a very 
round-about manner, or else they were acted out. Occasionally, there 
seemed to be a momentary awareness of the intensity of the feelings 
she seemed to have toward me. 
At this time it was becoming increasingly evident that Marie's 
husband was withdrawing from his marital role, and separation seemed 
inevitable. Dr. J. was working very effectively with Marie regarding 
her impending separation, helping her to express some of her more gen-
uine feelings of loss and loneliness. At the same time there was an 
'emergence of Marie's more positive feelings toward me, which were very 
frightening to both of us. Marie became more restless during her ses-
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sions with me, started coming late, and missed a couple of sessions. 
She had more difficulty in talking and frequently became drowsy during 
her sessions. For example, she would make a nostalgic remark about 
her father and be unable to talk the rest of the hour. She talked 
about her inability to socialize, stating she would keep up a rapid 
fire conversation to keep a person's attention, when all the time she 
was wanting to tell the person how much she cared about her. She 
talked of her mother's capriciousness and her husband's unfaithfulness 
and was afraid that I would react in a similar manner if she became 
too dependent on me. At the same time I was fearful of handling this 
material more directly for fear the patient might withdraw entirely, 
since I did not feel that I was capable of handling these very intense 
and intimate feelings, as interpreted by Miss N., my supervisor. 
The following incident, which occurred during the sixth month, 
was taken to indicate the tremendous investment Marie had in her two 
therapists and her fear of revealing this. While walking down the 
hall with Marie, I stopped very briefly to talk to a physician. Imme-
diately following this incident Marie was unable to talk coherently in 
her session with me. She acted in a very bizarre manner and had vis-
ions of bricks flying through the air in utter chaos. The following 
day in her session with me Marie expressed the tremendous fear she had 
experienced the day before, when I had stopped to talk to the doctor. 
She feared that I had found the doctor so interesting that I had lost 
interest in her; that if I knew how interested she was in the doctor, 
I would leave her; and if the doctor knew how interested she was in 
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me, "he would think her queer." It was felt that this was an example 
of her possible involvement in an oedipal conflict. To become too in-
terested in father denoted incest; and to become too interested in 
mother denoted homosexuality. Both were equally unacceptable and to 
divulge her feelings to either of them would place her in jeopardy with 
the other. The thought of father and mother getting together was 
equally unacceptable, since she feared that would result in her exclus-
ion. This confirmed Marie's fear that when two people get together, 
the third one will be excluded. At the time, I was not fully aware of 
the implications the above incident had for the current triangular 
situation between myself, Dr. J., and Marie. I had become too in-
volved in a struggle with my own feelings in relation to Marie to com-
prehend what was going on. 
As Marie began to express her feelings more directly, I became 
increasingly fearful of getting involved with her beyond my depth, 
particularly when she started to talk of her sexual feelings in rather 
vulgar terms. In my supervisory sessions I told Miss N. that this was 
the doctor's prerogative and did not lie within the realm of nursing, 
since I felt this was delving into the realm of the unconscious--an 
area which nurses were not prepared to handle. As a nurse I felt in-
capable of dealing with these feelings, nor was I able to discuss with 
Miss N. my own feelings as they were aroused in relation to the patient 
(neither the desire to mother her when she appeared so helpless and 
alone, nor the revulsion I felt when she became so crude). The terms 
"transference" and "countertransference" were particularly frightening 
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to me. The supervisory sessions at this time became almost a tug-of-
war, in which Miss N. was attempting to help me handle these feelings, 
while I was ardently defending myself against them. Gradually I be-
came somewhat more comfortable in the situation and was thus able to 
expend more energy listeniBg to Marie, helping her express some of her 
feelings toward me, and explore the significance of her behavior. 
Early in the seventh month, Marie's husband moved into a sep-
arate apartment. Marie's immediate reaction was one of well-being, 
and she immediately got herself sexually involved with a "novelist" she 
had met two weeks prior to the separation. Marie's involvement with 
the novelist became a very pertinent factor during the following five 
months. It seemed to be very closely associated with the separation 
from her husband, as well as separations from her therapists. Also it 
became a major factor in the development of the doctor-nurse conflict. 
Table I illustrates the sequence of relevant events as they occurred 
during the following five months and suggests a certain interrelated-
ness between significant events and Marie's reaction to them, 
When Dr. J. informed me that Marie was sexually involved with 
the novelist, he stated that he did not view this behavior with dis-
favor, though he was concerned about the possibility of her getting 
pregnant. He felt this was "grist for the mill" and he intended to 
help Marie work this problem through for herself. I felt that this 
approach was depreciating of Marie as a woman and showed a lack of con-
cern for her. My protective feelings toward Marie were considerably 
enhanced, having been aroused earlier when Dr. J. made some remarks 
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TABLE I 
SEQUENCE OF RELEVANT EVENTS THAT OCCURRED DURING THE FIVE-MONTH 
PERIOD PRECEDING THE STUDY 
Relevant Events 
April 9. Husband left. 
April 27. Dr. J. informed 
me of Marie's sexual in-
volvement. 
May 5. I discuss inter-
vention with Miss N. 
May 6. I call Dr. J. but 
get no response. 
May 9. I intervene. 
May 11. I inform Dr. J. 
of my action. Disagree-
ments are discussed. 
May 19. I inform Marie of 
my coming absence. 
May 26. Meeting of Dr. J., 
Miss N., and me to discuss 
the disagreements. Pseudo 
agreement reached. 
Patient Reaction 
Following weekend Marie became sexually 
involved with the novelist. 
Nursing therapy notes indicate an increase 
in confusion and agitation in Marie's be-
havior. 
Marie appears very relieved. 
Marie makes break with the novelist via 
telephone. 
June 1. Marie has her first tantrum-like episode 
in her session with me. 
June 9. Marie has intercourse with the novelist 
and makes a suicidal threat. 
June 19. I leave. 
July 9. I return. Hus-
band draws up separation 
papers. 
July 11. 
Marie cries violently for her mother. 
Marie makes plans to place child for adop-
tion and has frequent tantrum-like epi-
sodes. 
(concluded on next page) 
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Relevant Events 
July 19. Dr. J. leaves 
on week's vacation. 
July 27. Dr. J. and I 
have a meeting, with 
mutual agreement. 
July 28. I inform Marie 
of forthcoming vacation. 
Aug. 17. 
Aug. 19. I leave. I 
inform Dr. J. of Marie's 
questionable pregnancy. 
Aug. 23. 
TABLE I (concluded) 
Patient Reaction 
Marie asks for rehospitalization and makes 
first serious suicidal threat. 
Marie calms down. 
Marie dreams of the novelist the following 
night and has intercourse with him the 
next night. 
Marie announces possibility of pregnancy. 
Marie slashes wrists and is rehospital-
ized. 
which I considered rather flippant. One such remark concerned Marie's 
transference reaction toward him, and the other concerned my maternal 
relationship with Marie. 
I discussed the above situation with Miss N. She encouraged me 
to take a firm stand with Marie, as follows: 
Miss N.: 
Miss G.: 
You can be very emphatic that you don't want her to do 
this; point out that it will only complicate her life; 
it will keep her from looking at her problems .• 
I told her I was concerned about her getting into diffi-
culty; said I did not want her to get into difficulty 
with him. Dr. J. said that at this point he is not try-
ing to condemn her for this, but help her look at what 
she is doing. He told her what time of the month was 
safe, so she wouldn't get pregnant. 
Miss N.: I disagree with him completely. This puts him in the 
position of not thinking very much of her as a woman--in 
her eyes. This is like saying to her, 'I don't care what 
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you do, as long as you don't get caught at it.' 
This has nothing to do with morality; it has to do 
with her feelings that she is not worth much as a woman. 
1 •• Your concern for her is the same concern you'd 
have for an adolescent patient who was running around in 
bars and drinking. Not so much that it is sinful drink-
ing as it is the difficulties she will get into. I think 
it is very important that you show your concern for her; 
that you don't want her to continue degrading herself, as 
a woman; that you want her to develop respect for herself 
as a woman. Tell her you don't want her to do this. 
However, when Marie brought up her involvement with the novelist 
in the therapy sessions during the following week I did not feel free 
to handle it this directly. I attempted to investigate Marie's feel-
ings about the situation, which were very ambivalent, and I expressed 
my concern for her in the situation. In my next supervisory session 
with Miss N. we had the following discussion: 
Miss G.: 
Miss N.: 
Miss G.: 
Miss N.: 
I didn't know how to handle this at all. . I hesitated 
to be this direct with her--knowing what Dr. J. is doing. 
Never mind him--just be very firm, very direct, no argu-
ments. The thing that will be therapeutic about this is 
the fact that you are concerned about her. The more di-
rect you are the more she will realize your concern. 
I think she is asking for Dr. J. and me to stop her. I 
agree with you in relation to this. I will talk it over 
with Dr. J. 
Get this settled between yourselves--talk about the mate-
rial rather than your personal bias .... When two thera-
pists disagree this way I suppose the only thing to do is 
to let the patient know--if the issue comes up, you want 
to make your point of view clear to her. She will have 
to choose where she wants to invest 'most--with you or with 
him. . . . There is considerable conflict in the home when 
parents disagree, but if you are one who takes a firm 
stand you still get some discipline across •... 
Throughout this supervisory session, I failed to express my own 
personal feelings about setting such definite limits--! seemed very 
97 
uncertain and rather confused as to which was the most appropriate 
action to take. This offers some indication of the degree to which I 
felt caught between Miss N. and Dr. J. 
The following day I attempted to contact Dr. J. via telephone. 
However, when he failed to respond, I decided to take matters into my 
own hands and when the appropriate moment came I told Marie that I did 
not want her to continue seeing the novelist. Marie's reaction was one 
of marked relief as she stated, "How did you know that I did not want 
to see him?" She later stated that she did not feel that she could 
have made this decision if it had not been for the help she received 
from Dr. J. and me, indicating that she was unaware of the differences 
between us. 
My reticence to take such a firm stand was never acknowledged 
until this study neared its completion. After I took the action, I 
felt that I should assume responsibility for it and accepted Miss N. 's 
rationale for intervention, though I still had some reservations in my 
own mind about the manner in which this was done. Marie had had fre-
quent sexual intercourse with the novelist throughout the past month 
and was becoming increasingly upset and incapable of caring for her 
baby. There was relatively little grief reaction regarding the loss 
of her husband during the nursing therapy sessions, and an increasing 
amount of time was being spent in discussing her ambivalent feelings 
toward the novelist. 
The rationale for intervention was that (1) this was the re-
petitive pattern of destructive behavior to which Marie reverted when-
98 
99 
ever she felt rejected; (2) this was a degrading act on the part of 
Marie, designed to prove her own inadequacy and failure as a woman; 
(3) this was a rebellious act designed to hurt significant people in 
her environment; and (4) this was not what Marie wanted but she did not 
have sufficient ego strength to institute her own controls. 
These judgments indicated that Marie needed some definite limits 
set. This approach was designed to show concern for her by helping her 
stop her destructive and degrading behavior; and to help her come to 
grips with her genuine feelings in relation to the loss of her husband 
by closing her former avenue of escape. 
At the time of intervention I was aware of my antagonism toward 
Dr. J., but I was not aware of my underlying motives--my desire to be 
appreciated as a co-worker in the psychiatric team and my desire to be 
appreciated as a woman. Dr. J. had referred to women who enter this 
area as "castrating women," and inferred that my work with the patient 
was the equivalent of a "squirt from the tit," during the process of 
our interactions in relation to the patient. My resentments were never 
brought up openly with Dr. J. This, therefore, seemed to be an in-
direct mode of expressing these resentments. 
Dr. J. was quite disconcerted by my actions and stated that he 
had very strong feelings about a therapist taking such a definite 
stand in relation to the patient's actions. This did not permit her 
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any freedom in making her own decisions in relation to her life; and 
it placed the therapist in a position that was both too powerful and 
too controlling. He felt the therapist should show his concern without 
taking such a definite stand. He felt I was acting in opposition to 
him and was also being unduly supportive of Marie's desire to be a 
good mother--he did not believe she had the potential. We appeared to 
be in direct opposition to each other. 
Arrangements were made for both Dr. J. and me to meet with our 
respective supervisors to discuss the discrepancies between our ap-
preaches to the patient. Dr. J. 's supervisor was unable to attend, but 
the above situation was discussed by Dr. J., Miss N., and me. It was 
felt that the discrepancy was not as great as we had originally thought. 
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Miss N. explained that the action was taken out of concern for the pa-
tient; the patient was acting in a self-destructive manner and needed 
to have some limits set. Dr. J. appeared to agree and it was felt that 
the difference was a matter of semantics--the manner in which it was 
presented to the patient. However, this was later questioned. 
Dr. J.: 
Miss N.: 
I felt, after that meeting in all honesty, that we had 
resolved things and were going ahead. But, in deep 
honesty, I did not reach a conclusion at the meeting 
agree any more than I had in the beginning that this was 
a right therapeutic move. 
I think that was it. I think, at the time, we didn't 
reach any complete agreement. It seemed that it wasn't 
an impossible situation for the two of you to work to-
gether at the time. 
According to these remarks it would appear that the real disagreement 
had been driven underground and only a pseudo agreement was reached. 
Following this meeting Dr. J. stated that he was looking forward to my 
coming absence to see what he could do with Marie during my absence. 
This was my first realization of Dr. J. 's feelings that I was interfer-
ing with his therapy with Marie, and my first awareness of the competi-
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tion involved in co-therapy. 
During the following week Marie had her first tantrum-like 
episode during her session with me. She started to talk about the un-
certainties of her affection for her husband, then started screaming, 
shouting the names of her younger brother and her adolescent friend, 
acted in a very bizarre manner, and was unable to speak coherently. 
At the time, this behavior was thought to be a reaction to my forth-
coming absence. In retrospect it is felt that this reaction was 
highly intensified and closely interrelated with the conflict existing 
between Dr. J. and me. Stanton and Schwartz (1954) found that chaotic 
behavior was frequently observed in relation to covert disagreement 
between persons responsible for patient care. 
Marie resumed her sexual involvement with the novelist on two 
occasions during the following three months. The first incident oc-
curred shortly before my first absence, and the second one shortly 
after I announced plans for another absence. Both seemed to be very 
definitely related to my leaving. Marie subsequently seemed to become 
aware of the compulsive nature of her reactions to separations and the 
undesirability of a relationship developed on such a basis. She real-
ized for the first time that she tended to react in this manner when-
ever she felt rejected by a significant person in her environment. 
Following the second occasion I asked Marie if she remembered the last 
time she had done this. She replied, "Yes, just after you told me you 
were leaving last time," then reiterated each occasion in which she had 
become sexually involved, in association with the leaving of a signifi-
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cant person, and stated, "This is terrib~e." Generally, Marie seemed 
unable to express directly her feelings in relation to separation. 
4. Period of increased awareness of dependency feelings. This 
period, which lasted approximately two months, was noted for the marked 
intensification of Marie's reaction in the nursing therapy sessions. 
A dramatic change occurred at the time I returned from my first ab-
sence, when Marie started to express some of her more genuine feelings. 
During the first session following my return, Marie stated, "I have so 
many problems," and violent weeping followed as she stated that her 
husband had drawn up his separation papers and she felt so lonely and 
no good. I asked her what it was she wanted, and Marie screamed, '~y 
mother." Marie immediately became very anxious and stated that she 
had no right to feel this way and no one would like her if they knew 
how much she really wanted her mother. I assured her that I would not 
reject these feelings in her, that they were very natural longings. 
Marie relaxed somewhat and said, "I never realized how much I wanted my 
mother." This was the first time that Marie acknowledged her intense 
longings for her mother. Previously she had denied any feelings of 
affection toward her. Such reactions are apt to occur when a schizo-
phrenia patient has had a very intense relationship with the mother in 
early childhood, according to Searles (1961). 
During the following ten days Marie had numerous tantrum-like 
episodes as she became increasingly aware of her tremendous dependency 
needs. Her behavior became increasingly bizarre. She would fret and 
cry like a little petulant two-year-old, pleading with me to have her 
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rehospitalized and expressing an intense desire for me to take care of 
her, feed her, bathe her, and clothe her like a little baby. She felt 
completely incapable of taking care either of herself or her baby and 
made plans to place him for adoption. My aim at this time was to try 
to help her feel that her desires were acceptable but they were a real 
problem to her and I wanted to help her grow up. The situation was 
very frustrating and made me feel very helpless. One minute I would 
find myself wanting to take her in my arms and comfort her and the 
next moment I would get exasperated with her tantrum-like episodes. I 
found myself wanting to have her hospitalized, but knew that Dr. J. 
felt this would be weakening. Marie seemed to have an uncanny way of 
making those around her feel very helpless. 
This behavior reached its peak on the tenth day when she made a 
histrionic bid for rehospitalization, just before Dr. J. was leaving 
for his vacation. She collapsed on the street on her way home and was 
brought to the hospital in one of her tantrum-like episodes. Dr. J. 
told her that unless she could pull herself together he would have her 
sent to another hospital, and subsequently she was able to compose her-
self and return home. That evening, however, Marie made her first 
serious suicidal threat. She walked over to a bridge with the intent 
of jumping into the river, but returned home when she realized that she 
would not go through with it. The following day Marie was very subdued 
and remorseful. My first reaction was one of anger toward her that she 
should do such a stupid thing. Marie's reaction to this was one of 
relief, stating that she felt much better, the barrier between her and 
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me had been removed, and she now felt like an individual person. She 
appeared much better and had no further upsets until I left on vacation 
a month later. Her plans for placing the baby for adoption were 
dropped as soon as Marie associated her desires to reject the baby with 
her own feelings of rejection. She was very relieved when both Dr. J. 
and I told her that we did not feel she should make such a major de-
cision (i.e., placing the baby for adoption) when she was so upset. 
Both therapists were very alarmed by Marie's suicidal threat 
and met the day after Dr. J. 's return to discuss the situation. We 
both tended to feel that we had been somewhat harsh in our treatment 
of the patient. This action had aroused our guilt feelings, as did 
many of Marie's actions. It was felt that Marie's actions were fre-
quently designed to arouse feelings of guilt among those responsible 
for her care. We were therefore very relieved that nothing disastrous 
had happened--a sort of drawing together during a period of crisis. 
Therapy again seemed to be progressing favorably and we agreed that 
Marie seemed to have more ego strength than we had originally believed. 
We were hopeful again, and Marie seemed to be sharing this hope with 
us. 
At this time, no link was made between Marie's chaotic behavior 
and the state of conflict existing between Dr. J. and me. In retro-
spect, one may question the degree to which the two were interrelated; 
the degree to which Marie's dependency needs were intensified by the 
fears engendered by the conflict; or the degree to which Marie saw the 
conflict emerging out of her dependency feelings and resulting in her 
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therapists' alternate vacations. 
My major therapeutic task during this period was directed toward 
helping Marie express some of her more genuine feelings regarding sep-
aration. She had just lost her husband and I was planning two ab-
sences. Following the first absence, Marie expressed strong dependency 
needs, but was fearful that if I recognized how much she really needed 
me, I would leave her. She later denied this when I announced plans 
for my second absence. One may question whether this had verified her 
fears, since Marie would intermittently express some genuine feelings 
of anger and loss, only to deny them vehemently at a later date. Ap-
parently, any negative or positive feelings continued to be most un-
acceptable in Marie's eyes and tended to arouse tremendous feelings of 
rejection. 
Consequently, I was experiencing considerable apprehension re-
garding my ability to handle Marie's rather feigned reaction to my 
coming absence, especially when she announced the possibility of her 
pregnancy two days prior to my departure. Marie seemed very adept at 
making me feel inadequate. At the same time, I was also beginning to 
feel that Dr. J. was quite critical of my approach and resented the 
relationship I was developing with the patient. Miss N. attempted to 
help me take an objective view of the situation and not shoulder the 
entire responsibility for the possible consequences. 
5. Summary of the first year. The most significant feature of 
the relationships between Dr. J. and me during the first year was our 
failure to get together and the tendency for each of us to develop our 
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own individual strategy in our approach to the patient. This was par-
tially encouraged through supervision. However, when viewed in rela-
tion to Marie's intense fear of being left out when two significant 
people in her environment get together, it throws a new light on the 
situation. There is evidence that Dr. J. did not wish Marie to see him 
together with me from the beginning. He later stated: 
I felt some desire not to be seen by her, not to have the two 
of us together •... I really didn't take cognizance of my 
reactions at the time ... my thoughts of the patient's reac-
tion to seeing us together ... that feeling--I don't know. 
I think it was kind of that I wanted the patient to feel that 
her relationship with me was inviolate; and that she and I had 
a special kind of relationship which I could not share with 
anyone else. I think I made an attempt to protect my own self, 
perhaps image, as the patient saw me, as being a special kind 
of person. 
This suggests that Marie had a way of getting people within her own 
environment to re-enact her fantasies in an unwitting manner. This re-
action was summarized by Dr. A., the Director of Psychiatry, as fol-
lows: 
There is the behavior on the part of Dr. J. sort of not letting 
Miss G. in on what he is thinking, planning, doing; and there 
is evidence that Miss G. was not completely trying to make up 
for this but giving some of it back. Sort of one part of the 
patient not letting the other part know what was going on . . • 
and the therapists taking this right into the relationship with 
the patient. 
It was felt that Marie's need to keep significant people in her 
environment apart was based on her own inner problems of conflict--a 
problem so intolerable that she had developed a high level of self-
deception, not letting either herself or anyone else know what her true 
feelings were. She could let neither herself nor others know how much 
she cared about another person. She stated, "It is dangerous . it 
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is secret ... I can't even form words to describe the way I feel." 
This confusion or self-deception also extended into her feelings 
about her own worth--one moment she would feel she was very special and 
the next that she was utterly useless. There seems little doubt that 
this deceptive quality enabled her to appear so well at one time and 
so ill at another, frequently keeping the therapists confused about her 
true state of well-being and resulting in a certain degree of agitation 
between them. 
The typical patterns of behavior exhibited by Marie during the 
first year, selected as most pertinent to this study because of the 
ease with which they can be identified, and the problems they posed for 
the therapists, are: (1) the tantrum-like episodes that occurred at 
the time there was conflict among the personnel; and (2) the sexually 
promiscuous behavior which occurred at the time the patient experienced 
loss or threatened loss of a significant person within her environment. 
While the sequence and the timing of the above incidents ap-
peared significant, it was felt that other crucial events within the 
environment should be taken into consideration as potentially playing 
an important role in the patient's reactions. The investigation of the 
various factors that might be involved is an attempt to gain a better 
understanding of, as well as an appreciation for, the complexity of the 
interrelationships which might be influential in affecting patient 
behavior. 
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II. General Findings 
Due to the current lack of adequate means of measuring behavior, 
it was decided to rely primarily on the descriptive method of portray-
ing change in behavior. Graphs will be used to indicate fluctuations 
in the number of incidents of disturbed behavior observed and the oc-
currences of crucial incidents during each of the 77 weeks covered 
during the study. This will facilitate analyzing the anticipated as• 
sociation between the disturbed behavior observed and the crucial indi-
dents. Such analysis will, it is hoped, help to determine which factor 
is most crucial. 
The time span under study will be divided into three periods: 
(1) the first period covers the first six months during which Marie was 
hospitalized at the small teaching and research hospital, MMHC; (2) 
the second period covers the second six months during which she resided 
at the halfway house setting; and (3) the third period covers the six 
months during which she was hospitalized at the large state hospital. 
These distinctions are made primarily because of the change in setting. 
However, there were also distinct changes in Marie's pattern of be-
havior during these three periods. 
A. Changes in the Over-all Behavioral Pattern. A relationship 
between the disturbed behavior exhibited by Marie and the major events 
occurring within her environment cannot always be distinguished, since 
a time lag frequently occurred between the event and the reaction. 
Also, it is difficult to determine which factors are most crucial when 
two events coincide. 
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During the year prior to the initiation of this study, Marie 
experienced two situations which would be classified as emotionally 
hazardous situations in her personal life without suffering any major 
upset--separation from her husband and the birth of a baby. Her be-
havior throughout this period, while somewhat out of touch with real-
ity in that she did not appear to be reacting realistically to the sit-
uations, was relatively well controlled. However, Marie responded to 
the separation from her husband by becoming sexually involved with 
another man. Subsequently, she had major upsets in relation to the 
absences of both therapists in which she mourned the loss of her hus-
band. Shortly after I announced plans for my first absence, Marie re-
newed her relationship with the novelist and had her first tantrum-like 
episode in the nursing therapy sessions. Following my return, Marie 
began to weep copiously, her behavior became bizarre and confused, and 
her tantrum-like behavior increased markedly. This coincided with her 
awareness that Dr. J. was planning a vacation. Ten days later, after 
Dr. J. left on vacation, Marie made her first serious suicidal threat. 
When I announced plans for my second vacation, Marie again became sex-
ually involved with the novelist, and shortly after I l~ft she made a 
more drastic suicidal attempt which resulted in her rehospitalization. 
While the tantrum-like behavior during this year apparently oc-
curred in relation to conflict among personnel, it also coincided with 
threatened separation from her therapists. The first episode occurred 
on the ward when there was some indecision among the administrative 
personnel regarding her disposition for her delivery, which also en-
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tailed separation from her therapists and coincided with the immanence 
of the delivery of her infant which was of questionable paternity. 
The second episode, which occurred in the nursing therapy session, 
happened shortly after Dr. J. and I had our first disagreement regard-
ing the appropriate therapeutic approach to the patient, which occurred 
at the same time that I announced plans for my first absence. 
Thus, it would appear that Marie's sexually promiscuous behavior 
was related to separations from significant persons in her environment, 
though she tended to react more dramatically to separations from her 
therapists. However, separation from her therapists reactivated her 
grief reactions to separations from persons in her own personal life. 
The tantrum-like behavior, on the other hand, appeared to be related 
to conflict among personnel, and interrelated with separation or 
threatened separation from her therapists. Marie's chaotic reaction to 
my second absence was diagnosed by Dr. J. 's supervisor as a manifesta-
tion of conflict between Dr. J. and myself, shortly before the initia-
tion of this study. 
In order to determine which factors were most crucial in their 
effect on patient behavior, an attempt was made to graph incidents of 
disturbed behavior in relation to crucial events. Graphs I, II, and 
III illustrate the changes that occurred during the eighteen months 
studied, by the week, in relation to: 
(1)· the number of incidents of disturbed behavior exhibited 
by the patient as reported by the nurse therapist during 
her therapy sessions ( ------- ). 
(2) the number of incidents of disturbed behavior exhibited 
by the patient as reported by ward personnel in the 
24-hour reports (- -- ). 
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(3) The average number of incidents of disturbed behavior per 
patient on the ward per week as reported by ward personnel 
in the 24-hour reports (· • · · ). 
(4) emotionally hazardous situations that occurred in the 
patient's personal life ( P ). 
(5) emotionally hazardous situations that occurred in the 
therapy setting (psychotherapy and nursing therapy) ( T ). 
(6) the state of conflict that existed between the doctor and 
the nurse ( C ) and the nurse and the ward personnel ( W ). 
The graphs indicate that Marie's behavior was most erratic 
during the first period studied, fluctuating between 3 to 21 incidents 
per week, with an average of 10.8 incidents per week; during the second 
period studied it fluctuated between 2 to 15 incidents per week, with 
an average of 8 incidents per week; and during the third period studied 
it fluctuated between 2 to 13 incidents per week, with an average of 
7.9 incidents per week. This indicates that her behavior might have 
become somewhat more stabilized, but the number of incidents did not 
substantially lessen. However, some definite changes in the behavioral 
pattern were observed. 
As stated earlier, this study is concerned primarily with two 
distinct patterns of behavior exhibited by Marie: (1) the chaotic, 
tantrum-like behavior which became prominent during the latter part of 
the first year; and (2) the sexually promiscuous behavior prominent 
throughout her life history. The latter presented a major problem 
during the year prior to the initiation of this study. 
The typical, chaotic, tantrum-like episodes were the most rel-
evant of Marie's characteristic behavioral pattern during the first 
period. During these episodes Marie would scream in an uncontrollable 
111 
p 
T 
c 
w 
Explanation of Symbols Used in Graphs I - III 
No. of incidents of disturbed behavior exhibited by the 
patient as reported by the nurse therapist. 
No. of incidents of disturbed behavior exhibited by the 
patient as reported by ward personnel. 
Average number of incidents of disturbed behavior per patient 
on the ward as reported by ward personnel. 
Crucial events in the patient's personal life, both 
positive(+) and negative(-). 
Crucial events in the therapy setting, both positive (+) and 
negative (-). 
State of conflict between the resident and the nurse, 
(-) indicating the intensity. 
Crucial events related to ward personnel, both positive (+) 
and negative (-). 
112 
GRAPH I 
DISTURBED BEHAVIOR EXHIBITED BY THE PATIENT AND CRITICAL EVENTS WITHIN THE ENVIRONMENT 
FIRST PERIOD 
.. 
Weeks 
1 2 3 4 5 6 7 8 9 10 11 12 13 14 15 16 17 18 19 20 21 22 23 24 25 
24 P-- P+++ P+- P+ P- P- J.:L P+ P+- P-
23 T- T- T-- T- T- T- T- T+ T- T-
22 c---- c--- c-- c--- c- c-- C+ 
21 w- W•}; W+ 
20 
19 
18 
17 
16 
15 I \ 
14 \ 
13 \ 12 A \ 11 
10 
9 
8 
7 ..... ,.-- ..... 
. 
6 . 
_, 
..... 
• I v ... ·v "! " . ..... 5 . / I , .... . . . • • . • - • I . . ' . . . 
•• :. \ .1· • 
~ 
. . . \ 4 ' .,_, . •, I 
3 / . ' .... ' "" ., . . . . . . . I \ ,. - - I ' , I .. . . . •· • • • 
"' \ ' """" \ ' ·. . .. , ... 2 ,. I ,., /~ · ... ,. . . 
\ I '\ / ' \ 1 ' ' I ,. \J ...... \ ..,.. ....... 
- I ~ 
.... 
.... 
c.. 
GRAPH II 
DISTURBED BEHAVIOR EXHIBITED BY THE PATIENT AND CRITICAL EVENTS WITHIN THE ENVIRONMENT 
Second Period 
Weeks 
26 27 28 29 30 31 32 33 34 35 36 37 38 39 40 41 42 43 44 45 46 47 48 4 L.-29___2.1 
241 P+-- P- P- P- P+ P-- P+ 23 T-- T- T- T- T- T- T- T- T-
22 c-- c- C+ c-
21 
20 
19 
18 
17 
16 
15 
14 
13 
12 
ll I / 10 / 9 / 8 / 7 / 6 ~ / 5 
4 
3 
...... . .. 
. . 
. 
. .. . . . ....... ..-"" ..... 
. . . . . . . . 
2 . . . . . . v . ... .... . 
1 
GRAPH III 
DISTURBED BEHAVIOR EXHIBITED BY THE PATIENT AND CRITICAL EVENTS WITHIN THE ENVIRONMENT 
Third Period 
weeks 
52 53 54 55 56 57 58 59 6 0 61 62 63 64 65 66 67 68 69 70 71 72 73 74 7 5 7 6 77 
-
---------·"'""--~-.-~ .. ~, ........ ~ .... ---.r.~Of--~~ ... ~---·--...-.. ~~--·'·-.... --·~k-~-=··"·"'-:.-- ...... -- ... ·--~~--~~...:·•~·,..., """""'-----------. 
24 P+- P--- P- P+ 
23 T+ T- T- T+ T-:- T- T- T- T-
22 c-- C+ c-- c- C+ 
21 w- w-
20 
19 
18 
17 
16 
: 15 
14 
13 
12 
11 
10 
9 
8 
7 
6 
I - "\ 
\ / ·-~·· \ V l· "\ ' .. )'.. ' / ' ........ ·~.. . . 5 ./ • / ; ' ••• I \ / - "" , \ . • • • ' 
. \ ........ . / \ - \ / 4 ' • I ••••••• --- ' •• / ' 
' • • • \ . • • • • <" •• • • • • • • • • • • .-.. I ' / ' / 
3 • • • • ,. • . • • 1 ____ v · •• • ,~~~/~--~---------------"""'-----2 '.... ' 
' _ _L~------:-------~ --· 1 ...._ '~ I L--------------~~ . 
" . 
and histrionic manner, with marked facial distortions and bodily ges-
tures. The most distinctive feature of these episodes was the manner 
in which Marie would call out the names of significant persons in her 
past environment. The names most frequently called were those of her 
adolescent girl friend, her younger brother, and her daughter. Occa-
sionally. she would also call "Monnny." Her speech was generally in-
coherent, with frequent repetition of words like "guilty, envious, 
purse-proud, spaghetti, and cranberry sauce," or she might repeat par-
tial sentences such as, "He would not ... he would not like it 
he would not ... " without being able to complete the statement. This 
was frequently interspersed with "Stop it ••.. you can stop it," but 
with no ability to control herself. These episodes were frequently 
accompanied by uncontrollable sobbing, continuing until she appeared 
exhausted. These episodes tended to be very similar in content, but 
they varied somewhat in length and intensity, lasting up to two and 
three hours. They all had the quality of intense anger and great frus-
tration frequently seen in temper tantrums, typical of a child when 
caught in the hopeless predicament of wanting something he cannot have. 
Marie herself referred to these episodes as temper tantrums. 
These tantrum-like episodes had a most aggravating effect on 
those exposed to them. Both therapists soon found this behavior ex-
tremely exasperating and the ward personnel expressed considerable 
annoyance with me for my inability to stop this behavior. Different 
measures were instituted without substantial success. The most strin-
gent measure used was to place her in seclusion until she was able to 
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control herself. Marie frequently stated that she felt unable to con-
trol herself once she got started and she just felt "compelled to get 
it out of her system," in order to release the tension within her. 
These episodes were usually followed by a state of remorse and depres-
sion, at which time she was in complete control of herself. It was 
Marie's apparent ability to control herself which was so aggravating 
to the on-looker. 
These episodes were observed thirty-six times during the first 
period studied and eighteen times during the second period. During 
these two periods Marie was rarely able to express either anger or af-
fection without acting in a bizarre or confused manner. During the 
third period there were no recurrences of the tantrum-like episodes 
and Marie was able to express her hostility much more directly. How-
ever, it was still_ very difficult for her to express her more affec-
tionate feelings. For example, she would state very directly, "I hate 
you. I don't like what you do to me. You encourage me to talk about 
myself and when I learn to care for you, you leave me. Why don't you 
just leave me alone?" Hostile verbal outbursts without any of the 
characteristics typical of her tantrum-like episodes were reported 
thirty-three times during the third period. These hostile verbal out-
bursts were frequently very intense and were reminiscent of the intense 
hostility displayed during the first six weeks of nursing therapy. 
Marie's tendency to engage in sexually promiscuous behavior was 
a prominent behavioral pattern during the second period. As already 
mentioned, Marie had a long history of becoming sexually involved when-
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ever significant people within her environment left her and she felt 
rejected. During the year prior to the initiation of this study, Marie 
became sexually involved with a novelist after her husband left her. 
This relationship was discontinued intermittently until Marie was 
rehospitalized, and then it was discontinued completely. During the 
first period of investigation, she did not re-establish any sexual in-
volvement, though she threatened to do so on two occasions--once just 
prior to the Thanksgiving vacation and again just prior to the 
Christmas vacation. Both Dr. J. and I took brief vacations at these 
times. 
Immediately following her discharge from the hospital, in the 
beginning of the second period, Marie established a sexual 'relationship 
with a sociology student which she kept up intermittently for the en-
tire period and which was most prominent when she was faced by threat-
ened separations from either of her therapists. During the second 
period, actual sexual intercourse was reported fourteen times and 
threats to become involved were reported sixteen times. 
This behavior was typical of Marie's earlier behavior in that: 
(1) she considered the man socially inferior; (2) she felt used in the 
situation--the man was well aware of her weakness in resisting his ap-
proaches and he was taking advantage of her illness to mold her into 
the type of woman he wanted for a mate; while on the other hand she 
was using him to avo~& feelings of loneliness; and (3) she constantly 
dreaded the possibility of becoming pregnant, yet at the same time de-
sired it, having fantasies of her father coming to her rescue, and 
gaining her mother's attention. 
Marie expressed a tremendous amount of ambivalence regarding 
her sexual involvement. Occasionally she would attempt to persuade 
the therapists that she believed in free love; that she got involved 
to learn the techniques of making love; that she was seeking the in-
tensity in living that had always eluded her; and that she needed the 
tenderness and the interest which this man was showering upon her. 
On the other hand, she felt it was dirty, vulgar, and ugly, and that 
she was really a puritan at heart, she would much prefer to be a 
virgin, and she was generally very upset and remorseful after one of 
these affairs. She felt she could never win the affection of a more 
desirable man; and if she became involved with an undesirable man, she 
would never have to fear the competitiveness of other women. 
Both Dr. J. and I became very agitated at the repetitive nature 
of this behavior and were quite concerned about the possibility of 
another pregnancy. However, I was more upset by this behavior than 
Dr. J., fearing the consequences this behavior might have for the pa-
tient if she should become pregnant, and I was desirous of setting 
some limits; while Dr. J. believed that this should be dealt with in 
therapy in a manner which would permit her to resolve her own problem. 
Both of us felt that Marie was using this behavior to sustain our in-
terest and to avoid issues that were more painful and difficult to 
deal with, namely, her feelings of loss and inadequacy. 
Marie became aware of the compulsive nature of this behavior 
prior to the initiation of this study. Toward the end of the second 
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period, Marie became more aware of the nature of her behavior, stating 
that it made her feel like "a brat" and that she did this to get even 
with her therapist~, but she felt very helpless in her ability to con-
trol this behavior. Marie repeated this behavior once during the 
third period, shortly after she was rehospitalized. Her mother had 
just paid her a brief visit and I had just reduced my sessions to 
three times a week. Following this incident, I asked to have Marie re-
stricted to the ward in order to help her control herself and enable 
her to internalize these controls, on the basis that she was unable to 
do this on her own and this was what she really desired. Following 
this, Marie occasionally threatened to become involved, but usually 
followed the threat with a statement that she did not really feel she 
would need to repeat this behavior. The man, however, was very per-
sistent in his attempts to continue the relationship, maintaining that 
he wanted to be her therapist. At first, Marie elicited the help of 
the personnel on the ward to rebuff him, but later was able to do this 
on her own. 
There was also a marked change in Marie's manner of expressing 
herself. During the year prior to the initiation of this study, Marie 
expressed herself in a very intellectual manner, with litt'le affect, 
and she appeared to be living largely in a world of fantasy, but was 
sufficiently in touch with reality to manage. Toward the end of the 
year the intellectualizations decreased and there was more affect. 
When she attempted to express some of her more genuine feelings, how-
ever, her behavior generally became bizarre and confused. She still 
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appeared to be engaged in a life of fantasy the greater part of the 
time. Early in the first period under investigation, these defenses 
were beginning to break down. For example, she stated that she was no 
longer able to pretend she was a professor or a French Lady during her 
therapy sessions, and consequently was less able to control herself. 
The content of her sessions also began to be less fantastic and more 
realistic. For example, the girl she had formerly described as being 
very sensuous, dramatic, and intellectual, devil-like in appearance, 
wearing unconventional clothes and frequently becoming involved in very 
intimate tete-a-tetes with men under very intriguing circumstances, 
now was referred to as a Baptist minister's daughter who was very dis-
turbed and intensely involved in religion and had broken up her first 
high school love affair. Other significant persons in her past like-
wise were viewed in a more realistic manner. Her fantasies about her-
self also became more realistic. Formerly she had stated, "If I can't 
be the best and the most virtuous, I will be the worst, but I will 
never be mediocre." Gradually, however, she began to express a desire 
to be more ordinary. This was a long and arduous task, and during 
times of stress, in which Marie would revert to her fantasies, I would 
relax and permit her to return to her former mode of defending herself. 
Toward the end of the second period, when I left on vacation 
and Dr. J. 's termination date was nearing, Marie again became very up-
set and delusional. She was subsequently rehospitalized and trans-
ferred to a large State Hospital. When I returned from my vacation 
Marie was quite delusional. She imagined herself to be an ass, with 
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flopping ears, braided tail, and cloven hoofs, and she became con-
vinced of her new characterization when she heard herself "clippety-
clopping down the hall." While Marie was quite intrigued by her new 
ability to conjure up these fantastic images of herself, she was also 
extremely frightened of them, as she felt herself losing her grasp on 
reality. This material subsided soon after I returned from my vacation, 
early in the third period. However, when Marie was placed on restric-
tions, she regressed very rapidly and the delusional material increased 
markedly. Marie was no longer able to resort to her former modes of 
defending herself against her feelings of inadequacy and loneliness, 
and her anxiety increased markedly. She stated, "I am no longer able 
to keep myself busy or get myself involved without thinking of the 
consequences. I can't bear it." Consequently, when the feelings be-
came intolerable, she became involved with visual imagery, which she 
usually described as being very ugly, vulgar, and grotesque. The 
voices she heard tended to be very self-derogatory, or else they were 
just a series of disconnected words. Marie was well aware that these 
were her own feelings speaking to her, but she was unable to control 
them and therefore she found them very frightening and disconcerting. 
Both the delusionary material and the hostile verbal outbursts 
waned markedly toward the end of the third period, and Marie stated 
she felt better than she ever had since childhood. At this time Marie 
acknowledged that she had always been treated as special by her parents 
as a child and by her teachers as a student, but she had never been 
able to achieve social acceptance by her peers. She stated that when 
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she had failed to achieve popularity with the lively crowd which she 
desired, she had decided to join the intellectuals " ... but this was 
not what I wanted. I never enjoyed this. All I ever wanted was to be 
an ordinary popular girl. I wanted to be liked for what I was, not for 
what I did." Marie at this time also acknowledged that she used to 
work very hard in therapy to develop images which she felt would in-
trigue her therapists. She felt her true self was much too ugly and 
boring to sustain their interest. However, underneath there was a 
tremendous desire to just relax and be herself, which Marie seemed to 
be realizing toward the end of the third period. 
B. Changes in Behavior in Relation to Crisis Situations on the 
Ward. While the description of Marie's behavior indicates a marked 
change in specific patterns of behavior with each change in environ-
ment, it is felt that this change was related to the feelings aroused 
by her separation from the former environment, as well as the differ-
ent degrees of restrictions imposed upon her by the setting. 
Any relationship between the disturbed behavior exhibited by 
Marie in the therapy sessions and the average number of incidents of 
disturbed behavior observed on the ward in relation to the other pa-
tients is difficult to ascertain. Analysis of the graphs indicates 
that peak periods of disturbed_behavior on the ward frequently coincide< 
with peak periods of disturbed behavior exhibited by Marie in the 
therapy sessions, but the reverse is also true. 
However, if one views the disturbed behavior exhibited by Marie 
on the ward as reported by ward personnel in relation to the average 
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number of incidents of disturbed behavior reported for the other pa-
tients on the ward, one finds that these tend to be more closely re-
lated, with peaks in Marie's behavior when she appears most upset in 
the therapy sessions. One might therefore conclude that the amount of 
disturbed behavior exhibited by the patient tends to follow the amount 
of disturbed behavior in evidence on the ward, with increases in the 
individual patient's behavior at times when there is a disturbance in 
her relationship with her therapist, indicating that the patient's re-
lationship with her therapist is more crucial. However, it is felt 
that this study does not offer conclusive evidence in relation to this 
observation. 
It might be significant to observe that for the six-month 
period during which Marie was restricted to the ward, her incidence 
of disturbed behavior tended to follow the frequency of disturbed be-
havior generally observed on the ward more closely. It is felt that 
during this period Marie was less accessible to outside influences 
and therefore was reacting primarily to her interactions within the 
ward and to her therapist, since she had little interaction with anyone 
outside the hospital except for correspondence with her parents. 
At this time she frequently stated that the atmosphere in the 
hospital was conducive to confused behavior. She stated that she ex-
perienced an overwhelming desire to empathize with the patients on the 
ward by participating in their bizarre behavior, and she envied them 
their ability of free expression. Such behavior, when she could permit 
herself the freedom, was frequently accompanied by a marked sense of 
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relief and had a cathartic effect on her. Ward personnel did not dis-
courage free expression unless it became destructive in nature. Ac~ 
cording to Stierling (1961), the hospital ideally provides an environ-
ment in which the patient is permitted to live out some of the tenden-
cies and needs which if expressed in the outside would evoke heavy 
sanctions and would be too disruptive to be tolerated. The hospital 
thus becomes a haven where society's sanction for the reinforcement of 
its values are temporarily suspended, permitting the patient to undergo 
a consistent personality change. Rather than forcing conventional 
values upon the patient and thus forcing the patient to dissociate the 
hated part of herself, the values are permitted to emerge and become 
meaningful to her as a result of her acceptance of both the good and 
the bad. Similar findings were reported by Mellow (1953). 
C. Changes in.Behavior in Relation to Hazardous Situations in 
Her Personal Life. At the time this study was initiated, Marie had 
attempted suicide shortly after I left on my vacation, with the hope 
that either her husband or her family would rescue her from her loneli-
ness, but instead they failed to contact her. Her parents did not con-
tact her for three weeks and her husband did not contact her for eight 
weeks, and neither of them were willing to assume any responsibility 
for her. At the same time, her suicidal attempt separated her from 
her youngest child, who was placed in a foster home. Thus, in a sense, 
she severed her last direct link with her family. There was also a 
possibility that Marie was pregnant. One might conclude that the peak 
in Marie's disturbed behavior at this time was closely related to in-
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cidents in her personal life, and there is little doubt that there was 
a relationship. However, this also coincided with her therapist's 
vacation. 
While the graphs indicate that many incidents in relation to 
her family and job changes occurred during the first two periods, with 
increased disturbances within the therapy sessions, these usually co-
incided with other critical events. The marked increase in disturbed 
behavior observed during the end of the second period occurred at a 
time when numerous hazardous incidents occurred in her personal life, 
but again this coincided with separations from her therapist. There 
were also numerous increases in disturbed behavior which did not appear 
to be related to hazardous situations in her personal life, and some 
situations in her personal life that might be considered hazardous 
were not accompanied by increases in disturbed behavior. 
Except for her mother's visit and the separation from her son, 
there were no significant hazardous situations in her personal life 
during the third period. These two incidents occurred simultaneously 
and were followed by an increase in disturbed behavior, but they also 
coincided with critical incidents related to therapy. 
One might conclude that the fluctuations in the disturbed be-
havior exhibited by Marie were related to the incidents of hazardous 
situations in her personal life. However, this does not take into ac-
count the peaks of disturbed behavior that occurred throughout this 
period in relation to other incidents. Therefore it might be more ac-
curate to conclude that while Marie tended to react to hazardous sit-
uations in her personal life, they were rather remote at this point, 
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and there were other situations within the environment which apparently 
were more crucial. 
Tables II, III, and IV illustrate the changes in the number of 
incidents of disturbed behavior exhibited by Marie in the nursing 
therapy sessions and the emotionally hazardous situations in her per-
sonal life in time sequence for the three time periods studied. 
D. Changes in Behavior in Relation to Hazardous Situations in 
the Therapy Setting. Any prolonged separation from either therapist 
was usually accompanied by a marked increase in the disturbed behavior 
exhibited by Marie, and threatened separations were usually followed by 
such behavior. The most notable exceptions were the two times that 
Dr. J. and I went on vacations at the same time. The ward reported 
that Marie's behavior was unusually well controlled on both occasions. 
However, there was an increase in her disturbed behavior upon our re-
turn. The other exception occurred when I went on a brief vacation 
during the twenty-fourth week when things were going very smoothly in 
therapy--both between Dr, J. and me, and with Marie. This would sug-
gest that separations were less frightening or upsetting when Marie 
felt that the two of us were together, or not in conflict with each 
other. 
Another exception occurred at the time that Dr. J. saw Marie for 
the last time in therapy. This coincided with the departure of her 
mother and her son, and a decrease in her nursing therapy sessions to 
three times a week. Following this, Marie experienced an unusual sense 
of well-being with a marked increase in her artistic activities--she 
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TABLE II 
EMOTIONALLY HAZARDOUS SITUATIONS IN THE PATIENT'S PERSONAL LIFE 
IN RELATION TO THE DISTURBED BEHAVIOR EXHIBITED BY HER 
DURING THE FIRST PERIOD 
Week 
1 
2 
3 
No. of in-
cidents of 
disturbed 
behavior 
15 
21 
11 
4 12 
5 15 
6 10 
7 12 
8 14 
9 16 
10 13 
11 5 
12 12 
13 3 
14 7 
15 17 
16 
Emotionally hazardous situations in the patient's 
personal life 
Marie attempted suicide and her child was placed in 
foster home prior to hospitalization. Possibly 
pregnant. 
First visit to foster home. Pregnancy test neg-
ative. Returned to former job. 
Terminated job. First contact with mother via 
correspondence since hospitalization. 
Marie's birthday. 
First contact with husband since hospitalization. 
Letter from parents stating they would be willing 
to take care of her child but not her. 
Agency placed pressure on Marie to put child up for 
adoption. 
Child placed in new foster home. 
(concluded on next page) 
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Week 
17 
No. of in-
cidents of 
disturbed 
behavior 
10 
18 9 
19 7 
20 5 
21 18 
22 5 
23 8 
24 4 
25 3 
TABLE II (concluded) 
Emotionally hazardous situations in the patient's 
personal life 
Child's birthday. 
Marie to return to her former apartment during the 
weekend. New job. Attempted to re-establish re-
lationship with her husband. 
Discharge postponed. Terminated above job and 
accepted another job. 
Relinquished her apartment. 
Moved to halfway house setting. 
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TABLE III 
EMOTIONALLY HAZARDOUS SITUATIONS IN THE PATIENT'S PERSONAL LIFE 
IN RELATION TO THE DISTURBED BEHAVIOR EXHIBITED BY HER 
DURING THE SECOND PERIOD 
Week 
No. of in-
cidents of 
disturbed 
behavior 
26 8 
27 13 
28 9 
29 7 
30 9 
31 10 
32 15 
33 15 
34 8 
35 7 
36 9 
37 5 
38 4 
39 6 
40 12 
41 6 
42 5 
43 4 
Emotionally hazardous situations in the patient's 
personal life 
Termination of job announced. Accepted new tem-
porary job. Husband received a scholarship for one 
year of study in Europe. Husband announced plans 
for divorce. 
Temporary job terminated. 
Other job terminated. 
Planning to legalize separation. Unable to contact 
husband. 
(concluded on next page) 
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Week 
44 
No. of in-
cidents of 
disturbed 
behavior 
11 
45 2 
46 6 
47 4 
TABLE III (concluded) 
Emotionally hazardous situations in the patient's 
personal life 
New job. 
48 Husband left the state to obtain a divorce in 
another state and left for Europe. 
49 
50 
Marie informed that child would become a ward of 
the state unless definite plans made for him. 
Marie returned to former place of employment be-
tween hospitalizations. 
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TABLE IV 
EMOTIONALLY HAZARDOUS SITUATIONS IN THE PATIENT'S PERSONAL LIFE 
IN RELATION TO THE DISTURBED BEHAVIOR EXHIBITED BY HER 
DURING THE THIRD PERIOD 
Week 
No. of in-
cidents of 
disturbed 
behavior 
Emotionally hazardous situations in the patient's 
personal life 
51 Mother announced plan to visit patient. 
52 12 
53 10 
54 7 
55 3 
56 7 
57 9 
58 13 
59 9 
60 9 
61 8 
62 11 
63 7 
64 7 
65 5 
66 8 
67 7 
68 12 
Mother arrived. Marie gave mother legal right to 
take the child home. 
Mother left with child and stated that they would 
welcome Marie to the town when she was sufficiently 
recovered but they would never have her live in 
their home. Marie missed menses--feared pregnancy. 
Relinquished room at halfway house. 
Menses began. Marie's birthday. 
Child's birthday. 
(concluded on next page) 
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Week 
No. of in-
cidents of 
disturbed 
behavior 
69 5 
70 11 
71 8 
72 6 
73 7 
74 8 
75 6 
76 8 
77 2 
TABLE IV (concluded) 
Emotionally hazardous situations in the patient's 
personal life 
painted numerous murals and portraits and spent hours at the piano. 
This type of reaction, according to Lindemann's findings (1944) is 
considered a pathological reaction to loss. However, this reaction 
might also be explained on the basis that the losses were offset by my 
return from vacation, the cancellation of Marie's transfer to another 
hospital, and her mother's visit. All of these events occurred in 
rapid succession, with insufficient time lapses to react to individual 
' situations. 
Both explanations of Marie's reaction seem logical, but the 
former seems more plausible since Marie frequently stated that she ex-
perienced an overwhelming sense of well-being when she underwent a 
change (e.g., when she was discharged to halfway house and when her 
133 
husband left her). However, such occasions were always followed by a 
period in which she felt very upset. 
Generally, any marked increase in disturbed behavior seemed to 
be associated with separations or threatened separations from either 
therapist. One might therefore conclude that separations from either 
therapist had a major effect on Marie's behavior and that such events 
were perhaps more crucial than critical events in her own family life 
while she was institutionalized, and that they were closely associated 
with conflict between the therapists. 
It is felt that Marie had in essence been more or less deserted 
by the persons who had been significant in her past--her husband left 
her and finally divorced her, and her parents refused to have her in 
their home, while they were willing to accept her children. Conse-
quently, she was highly dependent on her therapists to help her through 
a very crucial period in her life, and they had temporarily become the 
most significant persons in her environment in relation to need satis-
faction. Also, it appeared that the family seemed so remote to Marie 
that it was very difficult for her to react to them in a realistic 
manner. It was only as some of her earlier experiences were restruc-
tured and relived in the therapy setting that members of her family ap-
peared to be living people rather than fantasy figures in her life. 
Tables V, VI, and VII illustrate the changes in the disturbed 
behavior exhibited by Marie in the nursing therapy sessions and emo-
tionally hazardous situations in the therapy setting (nursing therapy 
and psychotherapy) in time sequence for the three periods studied. 
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TABLE V 
EMOTIONALLY HAZARDOUS SITUATIONS IN THE THERAPY SETTING 
IN RELATION TO THE DISTURBED BEHAVIOR EXHIBITED BY THE PATIENT 
DURING THE FIRST PERIOD 
Week 
1 
2 
No. of in-
cidents of 
disturbed ' 
behavior 
15 
21 
3 11 
4 12 
5 15 
6 10 
7 12 
8 14 
9 16 
10 13 
11 5 
12 12 
13 3. 
14 7 
15 17 
Emotionally hazardous situations in the 
therapy setting 
Nurse returned from three-week vacation. 
Resident left for one-week vacation. 
Resident and nurse on two-day Thanksgiving vacation. 
Resident and nurse miss one day due to storm. 
Plans for Christmas vacation announced. 
16 Resident and nurse on Christmas vacation. 
17 10 
18 9 Marie informed of plans for discharge. 
19 7 Nurse missed one day due to storm. 
(concluded on next page) 
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No. of in-
Week cidents of disturbed 
behavior 
20 5 
21 18 
22 5 
23 8 
24 4 
25 3 
TABLE V (concluded) 
Emotionally hazardous situations in the 
therapy setting 
Marie to be discharged at the end of the week. 
Plans for discharge temporarily withdrawn. 
Nurse absent two days. 
Marie transferred to halfway house. 
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Week 
26 
27 
28 
29 
30 
31 
32 
33 
34 
35 
36 
37 
38 
39 
40 
41 
42 
43 
TABLE VI 
EMOTIONALLY HAZARDOUS SITUATIONS IN THE THERAPY SETTING 
IN RELATION TO THE DISTURBED BEHAVIOR EXHIBITED BY THE PATIENT 
DURING THE SECOND PERIOD 
No. of in-
cidents of 
disturbed 
behavior 
8 
13 
9 
7 
9 
10 
15 
15 
8 
7 
9 
5 
4 
6 
12 
6 
5 
4 
Emotionally hazardous situations in the 
therapy setting 
Resident announced plans to reduce therapy sessions 
to once a week and plans for his vacation. 
Resident left on one-week vacation. 
Resident returned from vacation and reduced his 
sessions to once a week. 
Nurse announced plans for her vacation. 
(concluded on next page) 
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No. of in-
Week cidents of disturbed 
behavior 
44 11 
45 2 
46 6 
47 4 
48 
49 
50 
TABLE VI (concluded) 
Emotionally hazardous situations in the 
therapy setting 
Resident announced plans for termination. 
Nurse left on four-week vacation. Marie rehospital-
ized for the weekend. 
Marie readmitted and transferred to the state hos-
pital. 
Marie discharged. 
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TABLE VII 
EMOTIONALLY HAZARDOUS SITUATIONS IN THE THERAPY SETTING 
IN RELATION TO THE DISTURBED BEHAVIOR EXHIBITED BY THE PATIENT 
DURING THE THIRD PERIOD 
Week 
51 
52 
No. of in-
cidents of 
disturbed 
behavior 
12 
53 10 
54 7 
55 -l 
56 7 
57 9 
58 13 
59 9 
60 9 
61 8 
62 11 
63 7 
64 7 
65 5 
66 8 
Emotionally hazardous situations in the 
therapy setting 
Marie readmitted to the state hospital. To be 
transferred to out-of-town hospital, for transfer 
out of state. 
Nurse returned from vacation. Transfer stayed in-
definitely. 
Nurse missed one day due to storm. 
Nursing therapy sessions reduced to three times a 
week. Resident had last appointment with Marie. 
(Marie had missed last 3 sessions due to her 
rehospitalization.) 
Marie signed voluntary commitment and was restricted 
to the ward. 
Ward administrator changed. 
Marie placed on house privileges. 
Marie restricted to ward. 
(concluded on next page) 
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week 
67 
68 
69 
70 
71 
72 
73 
74 
75 
76 
77 
No. of in-
cidents of 
disturbed 
behavior 
7 
12 
5 
11 
8 
6 
7 
8 
6 
8 
2 
TABLE VII (concluded) 
Emotionally hazardous situations in the 
therapy setting 
Nurse took Christmas Day off. 
Head nurse resigned. 
Marie off restrictions. 
Marie's transfer to rehabilitation building planned. 
Marie informed of planned transfer. 
Marie transferred to rehabilitation building. 
E. Changes in Behavior in Relation to Doctor-Nurse Conflict. 
Analysis of Graphs I to III indicates that the doctor-nurse conflict 
was the most crucial factor in relation to the disturbed behavior ex-
hibited by Marie. The disturbed behavior was at its peak during the 
time that the conflict was at its peak, and it began to subside when a 
concerted effort was made to resolve the conflict, with a further de-
crease at the time regular team conferences were established. However, 
there were still periodic peaks of intensely disturbed behavior. While 
most of these seemed to be associated with separation or threatened 
~0 
separation from her therapists, the peaks tended to be higher when 
there was an increase in tension within the team. 
Unfortunately, degree of conflict or tension is very difficult 
to measure. However, Tables VIII, IX, and X show some of the incidents 
that were considered indicative of the amount of conflict existing in 
the team in time sequence with the disturbed behavior exhibited by 
Marie. Tantrum-like behavior was noted specifically, since it was felt 
that this behavior tended to occur in very close relationship with the 
conflict and perhaps was the most accurate barometer of the conflict 
existing within the team. 
The conflict was at its height early in the first period, but 
was never actually resolved in spite of all the efforts directed to-
ward its resolution. There were periods when the tensions were les-
sened very markedly, and during these periods Marie did very well. As 
the second period progressed, it became increasingly evident that the 
differences would not be resolved, and Dr. J. decided to terminate 
therapy with Marie, though these were not the reasons proffered. In 
a sense, this seemed to be an agreement to disagree. Six weeks later, 
the disagreements were discussed in considerable detail at one of the 
team conferences, and immediately following this Marie had her last 
tantrum-like episode in the nursing therapy sessions. 
Dr. J. and I, however, kept up a feud whenever we met throughout 
the third period, even though he was no longer associated with the care 
of Marie; and Marie always became very anxious whenever Dr. J. came up 
for discussion in the nursing therapy sessions. Finally, near the end 
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TABLE VIII 
CRITICAL EVENTS IN THE TEAM CONFLICT IN RELATION TO THE DISTURBED 
BEHAVIOR EXHIBITED BY THE PATIENT 
Week 
1 
2 
3 
4 
5 
6 
7 
8 
9 
No. of in-
cidents of 
disturbed 
behavior 
15(2)* 
21(4) 
11(1) 
12(4) 
15(2) 
10(1) 
12(1) 
14(2) 
16(3) 
DURING THE FIRST PERIOD 
Critical events in the team conflict 
Nurse contacted resident via telephone. Nurse was 
informed of Marie's suicidal attempt and rehos-
pitalization. Resident stated he had no time to 
meet with nurse. 
Resident on vacation. Marie states she is to be 
discharged on his return. 
Resident and nurse meet in lobby. He questioned 
frequency with which nurse saw Marie. Resident 
again refused to meet with her. 
Nurse refused to make any further attempts to con-
tact resident. 
Resident requested meeting with nurse, felt nurse 
interfering with therapy. 
Resident and nurse met. Resident expressed strong 
resentment and suggested one of them withdraw. 
Nurse suggested meeting with supervisors. 
Supervisors and nurse met. Resident unable to at-
tend. His supervisor stated therapists working in 
opposition to each other. Suggested withdrawal of 
one of the therapists. 
Therapists met with supervisors and administrative 
personnel. Resident felt situation impossible. 
Nurse suggested attempt to resolve situation. Resi-
dent's supervisor threatened to resign. Resident 
asked for time to reconsider situation. Three days 
later told nurse to cut down visits. Nurse re-
quested meeting with Director of Psychiatry. 
Therapists and supervisors met with Director of 
Psychiatry and future team consultant. Resident's 
supervisor resigned. Decision reached to study 
situation with team consultant, who took over the 
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Week 
10 
11 
No. of in-
cidents of 
disturbed 
behavior 
13(3) 
5(1) 
12 12(1) 
13 3 
14 7(1) 
15 17(1) 
16 
17 10(2) 
18 9(2) 
19 7 
20 5 
21 18(4) 
22 5 
23 8 
TABLE VIII (concluded) 
Critical events in the team conflict 
supervisory role for the resident. 
Team consultant began individual meetings with the 
therapists. 
Both therapists expressed personal resentments. 
Resident wished to assume administrative role. 
Meetings temporarily discontinued as team consultant 
reviewed material. Nurse expressed considerable 
apprehension re status quo. 
Team met with Director of Psychiatry. Regular team 
conferences scheduled. 
Team conferences established. 
General sharing of problems in team conference. 
Resident announced plans to cut down sessions in 
five months, suggested that nurse cut down her ses-
sions first. Team consultant suggested more con-
crete approach. Nurse felt caught between her 
supervisor and the consultant. 
Nurse expressed strong resentment of manner in which 
Marie's discharge handled. Both therapists joined 
forces to keep Marie in hospital until more ap-
propriate plans could be made. 
Everybody more relaxed. Freer sharing of differ-
ences. 
(conc~uded on next page) 
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Week 
24 
25 
TABLE VIII (concluded) 
No. of in-
cidents of 
disturbed Critical events in the team conflict 
behavior 
4 
3 General satisfaction with progress made. 
*Figures in parentheses indicate number of tantrum-like 
episodes occurring during the week. 
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TABLE IX 
CRITICAL EVENTS IN THE TEAM CONFLICT IN RELATION TO THE DISTURBED 
BEHAVIOR EXHIBITED BY THE PATIENT 
No. of in-
Week cidents of disturbed 
behavior 
26 8(1)* 
27 13(2) 
28 9 
29 7(1) 
30 9 
31 10(1) 
32 15(2) 
33 15(3) 
34 8 
35 7 
DURING THE SECOND PERIOD 
Critical events in the team conflict 
General satisfaction with progress. 
Marie upset over weekend following sexual involve-
ment. Plans made to readmit Marie locally if sim-
ilar situation recurs. Resident requested nurse 
not to intervene in Marie's current sexual involve-
ment. Nurse agrees, but questions this. 
Patient's sexual pr~blem discussed. No open dis-
agreement. Resident and nurse to meet by them-
selves on alternate weeks. 
Team consultant left on three-week absence. 
Team consultant suggests therapists have joined 
forces and become involved in a struggle with Marie. 
Team consultant suggested resident felt that nurse 
doing better therapy and team involved in a tri-
angular situation. 
36 9(2) Team consultant suggested more concrete approach. 
Resident announced plans for termination in fall. 
37 5 Suggested nurse cut sessions down first. 
38 4 
39 6(1) 
(concluded on next page) 
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No. of in-
Week cidents of disturbed 
behavior 
40 12(3) 
41 6 
42 5(1) 
43 4 
44 11(1) 
45 2 
46 6 
47 4 
48 
TABLE IX (concluded) 
Critical events in team conflict 
Team consultant and resident questioned nurse's 
protectiveness. 
Team consultant and nursing therapy supervisor dis-
cussed disagreement re appropriate therapeutic ap-
proach to Marie and her potential. 
General satisfaction with the progress. 
Last team conference prior to nurse's vacation. 
Marie nehospitalized during nurse's vacation. Resi-
dent transferred her to a state hospital. Plans 
made to have patient transferred to out-of-town 
hospital for eventual transfer out of state. 
*Figures in parentheses indicate number of tantrum-like 
episodes occurring during the week. 
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TABLE X 
CRITICAL EVENTS IN THE TEAM CONFLICT IN RELATION TO THE DISrURBED 
BEHAVIOR EXHIBITED BY THE PATIENT 
Week 
51 
52 
53 
54 
55 
56 
57 
58 
59 
60 
61 
62 
63 
64 
65 
No. of in-
cidents of 
disturbed 
behavior 
12 
10 
7 
3 
7 
9 
13 
9 
9 
8 
11 
7 
7 
5 
DURING THE THIRD PERIOD 
Critical events in the team conflict 
Nurse asked resident to intervene re transfer. 
Resident refused. Nurse contacted State Mental 
Health Department and Director of Psychiatry and 
transfer was stayed. 
Resident and nurse openly discussed disagreement. 
Resident agreed to see Marie for termination. 
Resident saw Marie for the last time. 
Nurse had conference with administrative personnel 
at state hospital to discuss plans. Nurse asked to 
have Marie restricted. Nurse informed resident of 
this action. Resident feared such action would 
doom her to a life of chronicity. 
(concluded on next page) 
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No. of in-
Week cidents of disturbed 
behavior 
66 8 
67 7 
68 12 
69 5 
70 11 
71 8 
72 6 
73 7 
74 8 
75 6 
76 8 
77 2 
TABLE X (concluded) 
Critical events in the team conflict 
Resident told nurse she was overly optimistic. 
Nurse began studying material on conflict. 
Marie began to talk about her reaction to resident's 
termination. Felt torn between the resident and the 
nurse because of their disagreement. 
Marie continued to talk about the resident and her 
fears. 
Marie expressed more positive feelings toward the 
resident. 
Marie stated if nurse had worked more closely with 
the resident she would probably not have been trans-
ferred. Nurse discussed her role in the conflict 
with resident on the basis of understanding gained 
through the study of the data. 
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of the third period, when I started to study the data on conflict, 
resolved some of my own feelings regarding the conflict, and discussed 
this with the team members, Marie was able to discuss her feelings 
about Dr. J. much more freely, as well as her feelings about the con-
flict. Following this, there was a marked decrease in her disturbed 
behavior. 
One might therefore conclude that the doctor-nurse conflict was 
very crucial in its effect on patient behavior and that it tended to 
permeate other factors that affected patient behavior, particularly 
any separation or threatened separation from the persons involved in 
the conflict. 
III. Development of Relationships in the Therapy Setting in Relation 
to Critical Events 
A. First Period 
1. Stage of avoidance (weeks 1-6 inclusive). During the first 
five weeks following my return from vacation, the avoidance between 
Dr. J. and me appeared to be carried out with conscious intent, accom-
panied by a growing awareness of the conflict existing between us. 
As stated earlier, Dr. J. 's supervisor ascribed Marie's chaotic be-
havior during my vacation to the conflict between Dr. J. and me, stat-
ing that the two therapists were directly opposed in their approach to 
the patient, and consequently she felt torn between the two of them. 
This assessment was not discussed between us and no action was taken at 
this time. 
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Upon my return, I contacted Dr. J. via telephone and he informed 
me that Marie had attempted suicide shortly after I had left and had 
been rehospitalized, stating that he felt this was related to my vaca-
tion and her fear of pregnancy, which was associated with the manner in 
which I had intervened in her sexual relationships. I requested a 
meeting at this time, but Dr. J. informed me that he was too busy, 
since he was leaving on a one-week vacation the following week; perhaps 
we could arrange to see each other after his return. 
Marie appeared very tense upon my return, and her behavior be-
came increasingly disturbed and chaotic as she attempted to tell me 
how hopeless, lonely, and distraught she felt at the time she attempted 
suicide. This was accompanied by a tremendous amount of very extreme 
self-derogati~n and numerous uncontrollable tantrum•like episodes. At 
first Marie denied any relationship between her suicidal attempt and my 
vacation, though later she stated that she did not believe she would 
have slashed her wrists if I had not left. At the same time, she was 
expressing increasing dependency needs with a strong desire for a close 
relationship with another woman, stating she needed an intense rela-
tionship with a woman she could trust, who would accept her as she was 
so that she could confide in her. Her longings for her mother seemed 
very intense. 
For the first time, Marie recalled a very intense relationship 
she had had in her adolescence with another girl (the girl she called 
for in her tantrum-like episoges). She described this relationship as 
being very idyllic, but harmful. It had been interrupted by her 
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friend's illness. The girl's parents had moved to-another city be-
cause of her illness, and Marie felt she was responsible and assumed 
that any close relationship with another woman was therefore evil. 
Consequently, Marie's intense desire for a close relationship with me 
was accompanied by a tremendous fear of the consequences, as was any 
close relatfonship with any woman. 
I found the intensity of Marie's reactions--her intense desires 
for closeness and the tremendous fear this aroused--very difficult to 
handle and very overwhelming. Miss N., my supervisor, ascribed Marie's 
reaction to the tremendous anger she experienced when I had left her 
and her fear that if I knew how angry she was I would leave again. 
This further aroused my awareness of the magnitude of the responsibil-
ity involved in a long-term commitment of such an intimate nahure--the 
impor~ance this assumed in the life of another individual. My anxi-
eties about my ability and readiness to accept such responsibility in-
creased markedly, and consequently I was very vulnerable to any at-
tacks and very apprehensive about my competence to handle Marie. I was 
very desirous of a close working relationship with Dr. J. at this time, 
feeling that this would be very supportive in a distressful situation. 
Therefore, I became increasingly chagrined when Dr. J. refused to meet 
with me. Following his return from his vacation, I met him in the 
lobby and again requested a meeting and was again informed that he was 
too busy. At this time Dr. J. questioned the frequency with which I 
was seeing Marie, and I told him I was seeing her five times a week 
upon the advisement of my supervisor. Dr. J. left in a "huff." He 
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later stated that he had very strong feelings about my seeing Marie so 
often, since he felt this was being too protective and too encouraging 
of dependency, and he regretted that he had not discussed this with me 
at the time. 
My feelings of anger were further aroused by statements made by 
Marie. She stated that Dr. J. wanted her to go home as soon as he re-
turned from his vacation and she did not feel ready to go--I tended to 
agree with Marie and resented Dr. J. 's failure to discuss plans for 
discharge with me. Marie also stated that Dr. J. had questioned the 
frequency with which I was seeing her, intimating that there was some-
thing shady about our relationship. I felt that this tended to 
strengthen Marie's fear of her relationship with me, making it increas-
ingly difficult for me to work with her. At this point I informed 
Miss N. that I had made my last attempt to contact Dr. J. 
During the fifth week of Marie's hospitalization, Dr. J. re-
quested a meeting with me through Miss N., stating that he felt I was 
interfering with therapy and questioning the efficacy of co-therapy. 
I then made a personal attack on Dr. J. to Miss N., stating that he 
was being derogatory of me as a woman and a nurse and that he was ac-
cusing me of infantalizing the patient. Furthermore, I resented his 
refusal to discuss Marie's therapy with me, the manner in which he 
talked to Marie about me, and I felt he was being unduly harsh. Miss 
N. attempted to subdue my anger by helping me to see Dr. J. 's predica-
ment, namely, the feelings aroused within the doctor when the relation-
ship between the nurse and the patient becomes more intimate than that 
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between the doctor and the patient. She considered this a natural se-
quence of events in the early stages of co-therapy. 
At the same time, Marie was beginning to make remarks about the 
differences between Dr. J. and me. She questioned whether Dr. J. and 
I had gone to the "same school," since we treated her so differently. 
I encouraged her to express her feelings; and Dr. J. encouraged her to 
grit her teeth and internalize the feelings. I found such remarks very 
difficult to handle and became very frustrated in my attempt to help 
Marie discuss her feelings toward me as I was advised to do in-my su-
pervision. For example, Marie would start to express some feelings, 
become very confused, and would say, "I don't know what I am saying . 
. I have no feelings • I am so confused."- Such confused states 
were frequently climaxed by tantrum-like episodes in which she would 
scream that Dr. J. and her husband would not like her if they knew what 
her feelings toward me were. Later, when Marie was finally able to 
express some of her sexual feelings toward me with an accompanying 
sense of relief, Dr. J. happened to bring up her discharge again. 
Marie's reaction to this was very intense. She seemed to take this as 
an indication that her feelings for me were totally unacceptable and 
that Dr. J. was planning to get rid of her for this reason. At this 
point, I felt that any attempt on my part to help the patient was 
futile until the difficulties between me and Dr. J. were resolved. 
The first meeting between Dr. J. and me was scheduled during 
the sixth week of Marie's hospitalization. During this meeting Dr. J.'s 
resentment seemed so intense that he could hardly face me as he stated 
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that he felt I was interfering with his therapy; I was doing 
the same type of work with the patient that he was doing; he 
did not believe this was the role of the nurse; he had not 
fully understood what my role was to be when I began to work 
with the patient; he did not feel he had the authority to tell 
me what to do; he did not know what was going on between the 
patient and me; the patient was confused; the relationship 
between me and the patient was too positive; and he felt that 
one of us would have to withdraw. 
I was astounded by the intensity of Dr. J. 's resentment and stated that 
I hoped it would not be necessary for either of us to withdraw, since 
both of us had invested a great deal into the work with the patient. 
Furthermore, it should be possible to resolve the situation in a man-
ner what would be therapeutic for the patient. Dr. J. 's response was 
that he did not feel capable of doing this nor did he feel he had ade-
quate supervision for such an undertaking. 
At the time of the meeting, I felt completely incapable of de-
fending my position, nor did I feel it was appropriate. I felt that 
Dr. J. was very frustrated in his work with the patient and in his 
supervision and that he had some justification for his feelings, while 
at the same time I felt he had really asked for this by his failure to 
establish regular conferences at an earlier stage in the therapy. ·My 
feelings toward Dr. J. vacillated markedly. Both of us felt that we 
had reached an impasse and that we needed some assistance. 
The material presented in this section is suggestive of the 
1 following trends: 
1The first four stages of conflict (i.e., avoidance, appeal to 
authority, nihilism, and conceptualization) were suggested by Dr. A. 
Stanton through personal contact. 
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(1) Two therapists engaged in co-therapy tend to avoid dis-
cussions of differences, resulting in a marked intensi-
fication of resentment until it reaches an explosive 
force and leads to an impasse in therapy, until channels 
of communication are reopened--a stage of avoidance. 
(2) The patient tends to become involved in a triangular 
conflict with the therapists and causes further disruption 
by the disparaging remarks she makes about the thera-
pists, if these are not handled in a therapeutic manner. 
(Unfortunately, it was impossible to determine whether 
the patient utilized similar means of creating rifts be-
tween her parents. We can only surmise that this pattern 
was established before she entered therapy.) 
(3) The uncertainties confronting two therapists entering a 
new endeavor tend to make them more vulnerable to attack 
and more susceptible to conflict when there is inadequate 
direction within the setting. 
2. Stage of appeal to authority (weeks 7-9 inclusive). Both Dr. 
J. and I appeared to reach points of desperation during the following 
three-week period, during which we made appeals to various persons in 
positions of authority to help us out of our predicament. First we 
arranged a meeting with our supervisors, Dr. R. and Miss N., to see if 
we could reach some point of agreement. Dr. J. was unable to attend 
because of an emergency, so Dr. R. presented her proposal. 
She felt the two therapists were diametrically opposed in their 
approach to therapy. The nurse was giving advice--she had told 
the patient to stop seeing the novelist--whereas the resident 
was trying to help the patient work out her own solution. Both 
therapists had different concepts regarding the patient's essen-
tial ego strength and her potential. This was interpreted as 
being confusing to the patient, leading her to feel torn apart 
between the two of them. She felt the situation was not re-
solvable and it was therefore imperative that one of the ther-
apists withdraw. 
Miss N. maintained that the nurse's intent was not to give advice, but 
to set limits for a patient who was acting in a self-destructive man-
ner. No action was taken, since Dr. J. was absent. 
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Marie was now beginning to express more openly her confusion in 
relation to Dr. J. and me. She stated that she felt she was being 
pulled in opposite directions and that it would be a "slap in the face 
to be dropped by either therapist." I was able to acknowledge to Marie 
that this must be very confusing to her and assured her that plans were 
being made to get the matter straightened out. It is interesting to 
note that Marie's chaotic behavior subsided slightly during this time. 
During the following week Dr. J. arranged a meeting between the 
two supervisors, the two therapists, and Dr. X., the assistant to the 
Director of Psychiatry. Both factions discussed their opinions about 
the situation as follows: 
Dr. R. and Dr. J. tended to point out the impossibility of re-
solving the situation since they felt the two approaches were 
diametrically opposed; and Miss N. and I did not feel that the 
two approaches were as divergent as Dr. R. tended to think. 
Dr. X. suggested that the two therapists think over the situa-
tion and decide whether they wished to attempt a resolution. 
Dr. J. asked for time to think it over, stating that he felt 
additional help would be needed if an attempt toward resolution 
was made. Dr. R. stated she would resign from her supervisory 
role if a resolution was attempted, since she did not feel the 
situation was resolvable. Dr. X. conceded that the only feas-
ible solution might be to remove both therapists and have the 
patient transferred to another hospital, unless both groups 
were willing to attempt a resolution. 
This meeting intensified my fears of possible elimination, to which 
each of us was equally exposed. 
Following this meeting, Marie's behavior again became increas-
ingly chaotic and she expressed an increased fear of rejection. She 
felt no one wanted her. Marie also received a letter from her parents 
stating that they did not want her to come home when she was this ill, 
but they would be glad to accept her child. Subsequently, Marie again 
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talked of placing her child for adoption--she wanted to give up her 
child as she felt she had been given up. 
Toward the end of this week Dr. J. telephoned roe and ordered roe 
to cut down my sessions with Marie. Marie was becoming increasingly 
upset and he felt this was due to her fear of closeness to me. The 
ward personnel were also becoming intolerant of Marie's behavior and 
were asking him to intervene. I stated that I felt the matter should 
be discussed with the administrative staff before any action was taken 
and subsequently called Miss N., who arranged for a meeting with Dr. A. 
the Director of Psychiatry. She had previously arranged for the two 
of us to meet with him and had suggested that I ask Dr. J. if he would 
like to join us. Both Miss N. and I resented the manner in which ac-
tion was taken by Dr. J., since Marie was expressing a strong desire 
for a close relationship with her mother or another woman, but felt 
that such a relationship was totally unacceptable. I felt that to cut 
down the sessions would confirm Marie's fears that such a relationship 
was indeed evil. 
The meeting with Dr. A., during the ninth week, occurred at a 
very crucial moment. This meeting was attended by both therapists, 
Dr. J. and me; both supervisors, Dr. R. and Miss N.; and Dr. D., who 
had volunteered to act as a consultant at Dr. J. 's request. All mem; 
bers were desirous of attempting to seek a resolution, with the excep-
tion of Dr. R., who resigned from her role. Dr. D. took over this 
role, which placed him in the dual position of being both supervisor to 
Dr. J. and consultant to the team. 
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The following areas of dlfficulty were discussed: 
Dr. J. felt that I, together with Miss N., had wreste~ the 
authority role from him; I had acted independently of him in 
relation to setting limits for the patient; and he no longer 
felt he was in charge of the team. He also felt confused 
about the role of the nurse therapist. I felt there was a 
lack of communication based on Dr. J. 's refusal to establish 
conferences and felt that it was essential that issues in 
therapy be discussed before definite action was taken. 
The following is a resume of the discussion involving my inter-
vention in Marie's sexual behavior, which became a major factor in the 
team conflict: 
Dr. J.: 
Dr. A.: 
Dr. J.: 
Dr. A.: 
Dr. J.: 
Dr. A.: 
Dr. J.: 
Dr. A.: 
Dr. J.: 
Dr. A.: 
I think Miss G. has made some decisions which she con-
sidered therapeutic, which I did not consider therapeutic. 
These were made independently by her? 
They were made independently by her and in one case, at 
least discussed later ...• 
And what was this unsolved issue at point? 
The patient had separated from her husband--actually the 
husband had separated from her--and the patient was 
making some feeble and somewhat distorted attempts to 
secure relationships with other people, especially with 
men. One man in particular she was seeing a lot. Miss 
G. felt it was against her best interests to continue 
seeing this man, and told her so. 
And what was your feeling? 
I felt, too, that this relationship between the man and 
the patient was a poor one but did not feel I could take 
a stand so strongly and tried to look into the matter 
rather than take a stand. 
Did you diagnose this behavior of hers as acting out--
doing this because she wasn't talking either with you or 
with Miss G. about what was important to her? 
No . . • I did not feel that . . . I think this was a 
repetitive pattern of hers--destructive pattern. 
You diagnosed it as a destructive pattern? And why was 
she repeat~ng the destructive pattern at this point? 
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Dr. J.: 
Dr. A.: 
Miss G.: 
Dr. A.: 
Dr. J.: 
I didn't know and still don't know. 
Did Miss G. learn why she was repeating this pattern? 
She did this when she was lonely and rejected. Her hus-
band had just left her. She said she had done this when 
her parents left her; she had done this when her first 
husband left; and she had repeated this when her second 
husband left her at a time previous to this. She said 
she did not like the relationship herself but that she 
did this to prove that she was no good . . . she felt 
it was degrading. 
So that you understood that she always did this when she 
felt rejected? 
I think that's pretty clear. 
This was followed by a discussion of Marie's possible rejection in the 
therapy setting. The consensus was that while Marie expressed fears 
of rejection, there was no actual evidence of rejection by either 
therapist. 
Dr. A.: Let's proceed on the assumption that the diagnosis is 
correct and we were faced with a problem of decathexing 
her husband and recathexing some other object . . • her 
children ... her therapy. Apparently Miss G. set the 
limits on this behavior that was diagnosed as behavior 
against her own interests and repetitive of destructive 
behavior before--right? And this is what you disagreed 
with? 
Dr. J.: Yes. 
Dr. A.: 
Dr. J.: 
Dr. A.: 
What was your specific disagreement? How did you feel 
this should be handled? 
I think that a therapist's concern for a patient, which 
was the primary thing Miss G. was trying to show, can 
be conveyed to the patient if you keep them on the sub-
ject . • • if you listen enough, rather than taking a 
stand against which I think--the patient may rebel in 
the future. 
You felt that this setting of limits was an adminis-
trative stand? 
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Dr. J.: 
Dr. A.: 
Dr. J.: 
I think it was done with the best of therapeutic inten-
tions, but that it came across as an administrative stand. 
What did you feel you should do about an administrative 
stand yourself in terms of therapeutic work? 
Just simply talk about the loss of her husband and how 
come she had to go to bed with the novelist . 
Miss N.: I didn't get the feeling that you objected to her stepping 
into the administrative role, rather, that you felt this 
was completely the wrong approach to the problem. 
Dr. J.: I see your point. I agree completely. No, I think your 
conception was clear. It wasn't that Miss G. had done it 
and I thought I should have done it--it was that it was 
done at all. 
(My reaction to the discussion was that Dr. A. was taking a neutral 
stand in relation to the more desirable mode of intervention, permit-
ting both of us to form our own point of view.) 
The consensus of the group was that from the onset there had 
been a lack of understanding as to what each member of the team was to 
accomplish. The following is a resume of the manner in which it was 
felt that the conflict between Dr. J. and me developed: 
The over-all team approach did not proceed to steps of natural 
conclusion or redefinition of what the eventual strategy would 
be. Or to put it in other words, the very natural conclusion 
to which the over-all team effort proceeded went through the 
stages of (1) separation (e.g., 't felt no particular need for 
regular conferences."); (2) differences and antagonisms in 
approach (e.g., "I was concerned over the fact that they took 
an opposite approach. I felt that after that meeting [in May] 
that we had resolved things and were going ahead. But in deep 
honesty, I did not reach a conclusion at the meeting, or agree 
any more than I had in the beginning that this was the right 
therapeutic approach." "I think at that time we did not reach 
any complete agreement."); and (3) finally a more complete im-
passe (e.g., "But it wasn't a team." "He doesn't know what his 
team is doing--whatever you call it--a collection of people." 
"I felt there were two competing therapists tearing the patient 
to pieces. I. advised Dr. J. to withdraw from the case."). 
It seems that the team suffered the consequences of individual 
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strategies without the benefit of not only the general sequence 
of events from the beginning, but without mutual planning and 
sticking with it until some mutual agreement was arrived at in 
terms of the eventual goals of helping the patient .... The 
lesson we learn from this is that total treatment strategy 
should be defined as early as possible in terms of team member 
participation. 
An agreement was reached to have Dr. D. investigate the situa-
tion by talking to both Dr. J. and me individually to determine what 
had happened, where the breach or confusion had developed, and also to 
clarify the issues of co-therapy as well as the manner in which the pa-
tient had participated. 
Generally, the group felt that the outcome of the meeting was 
more satisfactory than had been anticipated. It was felt that a meet-
ing of this nature could be very delicate, since all participants are 
subject to exposure of their own personal difficulties. The emphasis, 
however, was directed toward team dispute rather than personal differ-
ences. While both Dr. D. and Dr.' J. voiced the fear that the situa-
tion might prove to be unresolvable, the general tone was optimistic. 
I, however, still had some reservations about the physicians' accept-
ance of my role and feared that they might be biased in their attempt 
to resolve the situation. While an attempt was made to incorporate me 
as a colleague in the team, I still felt subordinate to the physicians 
and found it difficult to participate freely on their level. 
Marie's reaction in the nursing therapy session immediately fol-
lowing this meeting was very striking. I did not mention the meeting 
or its contents, yet she immediately began to talk about her fears of 
being excluded when two people get together. She had felt excluded as 
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a child when her parents got together in the bedroom; and she feared 
that Dr. J. and I would become interested in each other and lose inter-
est in her. Following this, her behavior became extremely bizarre and 
her tantrum-like episodes reached a new intensity. For example, the 
following day Marie started throwing her matches and cigarettes across 
the room as she screamed, "I can't stand it ... 
. I want to kill you .. What am I saying? 
am no good . I want to get real close to you 
I am going crazy . 
Stop me . . . I 
I want a direct 
connection between you and me." Following this, she started skipping 
and dancing around the room in a very wierd and fantastic manner, 
making embracing gestures toward me, but being very careful not to get 
too close, as she cried that she was afraid of what her father would 
think if he saw this. He would not like the feelings she had for me--
her desire for closeness, which to her meant becoming one with me. 
My feelings became very intensely aroused during these sessions, 
in that I would experience a desire to respond to her expressed need 
and feared the consequences of permitting her to come too close. While 
there was a strong urge on my part to let Marie know that her desires 
for relating to me as an infant to its mother were natural longings, 
yet at the same time assure her that I would not let her get too close 
or become one with me, I felt that I was in a terrible predicament. 
Dr. J. was being very critical of my relationship with Marie and the 
manner in which I was doing therapy, and therefore I did not feel free 
to encourage her to express her feelings or to investigate them and 
thus bring them out in the open so that they would become less fright-
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ening to Marie. The ward personnel could hear all that was going on, 
since the room was not soundproofed, and they were also becoming in-
creasingly critical of the manner in which I was working with Marie, 
which further hindered my freedom to work with Marie as advocated by 
Miss N. 
This situation was interpreted as being a very crucial one in 
co-therapy. Marie's dependency feelings toward me as a maternal figure 
had been roused very markedly as a result of my recent absence. I fel't 
that Marie needed an opportunity to work out some of her feelings in 
her relationship with me and find an acceptance of these feelings. 
This would require the understanding and active participation of all 
personnel involved in her care. It was felt that Marie was getting a 
certain amount of gratification from her relationship with me and her 
desires in relation to me were quite specific--she wanted to experience 
a close, comforting relationship with me that would not threaten her 
individuality. It was felt that my role in therapy had become very 
significant to Marie, and according to Miss N. this relationship was an 
essential prerequisite to developing a favorable relationship with a 
man. 
In contrast, according to Dr. D., Dr. J. was experiencing a 
great deal of frustration in his sessions with Marie. She did not seem 
to be utilizing her therapy sessions with him and her desires in rela-
tion to him were vague. He therefore felt that he was being excluded 
and that Marie was finding too much gratification in the primary 
(maternal) relationship with me and was not desirous of moving into a 
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more satisfactory and mature heterosexual relationship. 
Dr. D. further stated that both in terms of Marie and me it was 
most important that Dr. J. not be excluded or permit himself to be 
annihilated. This need was also felt and supported by Miss N. To have 
Dr. J. eliminated would reinforce Marie's fears that when two people 
get together the third person is excluded from the relationship and 
would also strengthen her feelings of the unacceptability of her de-
pendency feelings toward the maternal figure. I was likewise in a very 
crucial situation. I was very fearful of being eliminated or of being 
instrumental in eliminating Dr. J. Either alternative was very 
anxiety-arousing. I felt very strongly that I needed Dr. J. 's support, 
since the relationship with Marie was extremely demanding and anxiety-
provoking at this point and I felt that I needed acceptance of the role 
I was playing. 
This situation was further aggravated by the ward conditions, 
which were very crucial. According to the data, the disturbed behavior 
on the ward was unusually high, and the demands on the personnel were 
very heavy. The head nurse informed me that they had six suicidal pa-
tients on the ward who had to be watched constantly. She was openly 
critical of my inability to control Marie's tantrum-like episodes and 
resented the extra burden this placed on them. I had not established 
regular meetings with them, partly because they were so busy and also 
because I was fearful of arousing further criticism. At this point, I 
was investing so much energy into the conflict situation with Dr. J. 
and the relationship with Marie that there was little energy left to 
l 
I j 
165 
invest in the ward situation--much to the detriment of the ward-
patient relationship. Ideally, I would have been able to discuss with 
the ward personnel the difficulties I was encountering in my work with 
Marie and solicit their understanding and active participation in the 
therapeutic regimen. 
The multiplicity of factors involved at this time is signifi-
cant. Marie's behavior was extremely chaotic; the ward was becoming 
increasingly exasperated with both the therapists and the patient; the 
two therapists were having difficulty with each other; therapy was go-
ing poorly; Marie was reacting to a critical situation in her personal 
life, and ward disturbances were unduly high. One might conjecture 
that all the above factors were interrelated and each of the factors 
tended to aggravate the other, but at this point it is difficult to 
determine which was the initiating factor or whether there was another 
underlying factor. For example, the other doctoral student in nursing, 
who was also carrying a patient on this ward, was having very similar 
difficulties during the same period. One might therefore question to 
what degree this situation was aggravated by the introduction of a new 
program into the system. 
The entire system at this point seemed to be in a state of 
chaos, and I felt exceedingly vulnerable, as though everyone was 
scrutinizing me and the work I was doing. Furthermore, I felt com-
pletely incompetent in my ability to handle Marie in her constant state 
of turmoil. I feared that unless my work with the patient was of an 
excellent therapeutic nature I would be taken off the case, and I felt 
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if my work were felt to be more favorable, Dr. J. would withdraw or 
Marie might be transferred to another hospital. The predicament seemed 
unresolvable--either way I would lose. Marie also was being very crit-
ical of my professional competence, since I was unable to control her 
wierd behavior. 
On the basis of the material presented in this section, one 
might conjecture that: 
(1) The natural sequence in the resolution of conflict, after 
an impasse is reached, is to make an appeal to authority 
for help in negotiating a settlement--stage of appeal to 
authority. Persons in the authority position can then 
help the parties involved in the conflict either to re-
solve the conflict or help them move in opposite direc-
tions and dissolve team efforts. 
(2) The issues of the conflict when brought out in the open 
appear less personal in nature and not as insurmountable. 
However, bringing the issues out in the open is not suf-
ficient in itself to resolve the conflict. 
(3) The patient's tendency or need to keep significant persons 
in her environment separate developed out of childhood ex-
periences. However, despite the patient's investment in 
keeping the two therapists apart, she was very distressed 
by their differences. This seemed not so much distress 
over their lack of contact or any dispute between them 
per se, but rather that she felt torn in trying to please 
each one in an opposing way. For example, she feared that 
Dr. J. would not like her if he knew how much she cared 
about me. 
(4) The interpersonal relationship between the doctor and the 
nurse engaged in long-term co-therapy with an individual 
patient reaches a crucial period early in therapy when the 
patient is apt to develop very intense dependency feelings 
toward the maternal figure. Therefore each needs to ac-
quire a greater understanding of the needs of the patient 
and the manner in which they affect the working relation-
ship between them. Joint supervision or a team consultant 
seems to be indicated at this point to help the two ther-
apists keep their feelings in order in relation to the 
patient. 
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3. Stage of nihilism (weeks 10-18 inclusive). During this 
stage, Dr. D. met with both Dr. J. and me on an individual basis. 
There were no direct meetings between Dr. J. and me. Instead, we both 
obtained transcribed tape recordings of the meetings to keep us in-
formed of the situation. These meetings included our impressions of 
the patient based on the content of the therapy sessions, our thera-
peutic goals during the various stages of therapy, and our personal re-
actions toward each other. Dr. D., who confined his role primarily to 
investigation, was very cautious about making any premature statements 
concerning his impressions. Consequently, both Dr. J. and I were under 
considerable strain, since we felt that we were being scrutinized very 
closely, and we were both making· a concerted effort to resolve our dif-
ferences. A cursory review of these tapes indicates that both of us 
gradually became more relaxed during these sessions. For example, at 
first we both confined our discussion to content regarding the patient, 
and later, as we started to bring up our personal reactions, the gen-
eral tone of the meetings changed as the expression became freer. 
These meetings lasted through the fifteenth week. 
During the eleventh week I began to express the personal resent-
ments I felt toward Dr. J., stating that I felt he had occasionally 
been very disparaging of me as a woman and a nurse. I also felt that 
his attitude toward Marie was derogatory at times. Consequently, I 
felt that I had tended to be overly protective of Marie. At the time 
I made these statements, I requested that they be withheld from Dr. J., 
since I was very fearful of letting him know how I really felt. 
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Dr. J. expressed the feeling that my approach to Marie was very 
unrealistic. While he had originally felt that it was advisable for 
me to see her when she went to another hospital and during her confine-
ment to her home, he now felt that this was unrealistic. It was being 
overly protective and encouraged too much dependency. He felt this 
relationship was detrimental to Marie's well-being. Marie and I were 
dovetailing into each other's problems and literally cutting him out. 
During the fourteenth week he proposed to withdraw as therapist and 
assume an administrative role. He stated that the patient was not 
utilizing either her therapy or the hospital in a therapeutic manner. 
While my reaction to this was that Dr. J. was being unduly harsh and 
critical of Marie, I was very fearful of assuming sole therapeutic re-
sponsibility for a patient of this nature. Consequently, I, together 
with Marie, became increasingly incensed with Dr. J. 
Marie's chaotic behavior began to subside very markedly during 
this period. This may, however, have been related to a change in her 
regimen. Dr. J. had her restricted to the ward and placed on medica-
tion, which she found very comforting. I felt that Marie was making a 
tremendous effort at this time to win the approval of her therapists, 
ward personnel, and other patients, but this tended to have a rather 
superficial effect. Her efforts tended to be very clumsy and were al-
most invariably doomed to failure. 
Her behavior tended to be paradoxical in nature. She attempted 
to cover up her feelings of inadequacy by flaunting her intellectuality 
and her literary and artistic abilities in a manner that tended to 
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alienate others, thus reinforcing her feelings of inadequacy. Ward 
personnel stated that they were very uncomfortable in her presence and 
other patients tended to shy away from her--she seemed to be contin-
uously aggravating them. Generally, she seemed very shy and withdrawn, 
frequently appearing rather demure, interspersed by very forceful, ex-
plosive outbursts. Marie frequently expressed tremendous fear of any 
aggressiveness or self-assertiveness. For example, in therapy she con-
stantly felt that her parents and husband were sitting in, in judgment 
over her lest she say something that was inappropriate. Any expression 
of anger or affection seemed equally unacceptable. When she could no 
longer maintain her passivity, she tended to explode in a clumsy and 
awkward manner. 
Underlying her attitude there seemed to be a fantasy about me 
as the all-loving, all-caring, and all-knowing mother. For example, 
she stated, "Nice women should never have to ask for anything, they 
should be able to entice others to anticipate their needs, without ever 
voicing them." Consequently, when she found that her therapists could 
not transform her into this myth, which would entrance the world, she 
was filled with a silent rage which had to be vigilantly watched. 
This behavior tended to permeate all her relationships. For 
example, she was making a very conscious effort to socialize with other 
patients, especially the more intellectual, Bohemian group, but her ef-
forts usually ended in failure and she would frequently be returned to 
the ward in a rather hysterical state. In her own words, she always 
remained a "fringe member." Her attempts to win the favor of ward 
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personnel were equally unsuccessful. They tended to shun her, feeling 
that she was deliberately wasting their time. Dr. J. felt she was just 
dabbling around in therapy, not utilizing her sessions with him or the 
hospital in a therapeutic manner. 
My reaction tended to be filled with feelings of guilt, help-
lessness, and incompetence, which were reinforced by Marie's tendency to 
present herself as a hopeless case, waiting for a magical transforma-
tion of self. She had an uncanny way of making me feel very vulnerable 
by placing me on a pedestal, like a goddess, telling me she "was fit 
only to kiss the hem of my garment" and my relationship to her had be-
come very meaningful. Then she would proceed to tear me down by tell-
ing me how ineffective therapy was and how desperately she needed my 
help. I tended to deflect my anger toward Dr. J. and ward personnel 
for placing me in this position. 
Characterizing this period later, Marie stated that she "had 
been sort of fumbling her way aro~d and that no one had appreciated 
the tremendous effort she was making at this time, least of all Dr. J., 
who she felt was trying to get rid of her. She felt her major problem 
was her inability to socialize with others, and she was doing her best 
to overcome this problem but she did not know how. Her efforts seemed 
to be very superficial and they lacked substance." 
When viewed in relation to her adolescence, as she described it, 
many similarities are apparent. As a school child, her mother and her 
teachers told her she was "asocial:" She was unable to establish com-
munication with her parents. She seemed incapable of establishing a 
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meaningful relationship with her peers. They did not seem to appreci-
ate the efforts she was making (during both of these periods Marie was 
attempting to gain acceptance through her literary and artistic en-
deavors). When she failed to gain popularity among the group she pre-
ferred, she attempted to join the_,_intellectual group. Throughout this 
period, she felt there was something lacking in her personality, and 
somehow her- parents had failed to provide her with that mystical some-
thing. Marie's plea for help tended to intensify my own feelings of 
helplessness and consequently my guilt and hostility toward Dr. J. 
During the fifteenth week my resentment toward Dr. J. reached a 
new peak, for several reasons. Dr. J. was putting pressure on Marie to 
leave the hospital, and Marie did not feel she was ready. Moreover, I 
felt the situation was still too chaotic to make a definite move. Dr. 
J. told Marie she was not utilizing therapy or the hospital appropri-
ately. He felt Marie was putting on an act, while I felt she was doing 
the best she could under the circumstances. Team conferences wererem-
porarily halted to give Dr. D. an opportunity to review the material he 
had gathered. I was becoming impatient and increasingly apprehensive 
about the possible outcome, particularly since Dr. J. wanted to assume 
an administrative role and seemed intensely angry _with both the patient 
and me. I was also making plans to go on vacation at Christmas and 
feared Marie's possible reaction. Marie was also very disturbed during 
this week and made numerous threats to become sexually involved with 
one of the male patients and expressed suicidal feelings after I an-
nounced my plans for vacation. 
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This period seemed to be characterized by the manner in which 
Marie tended to frustrate and aggravate her therapists. There was also 
some evidence of increased ego strength. For example, the social 
agency was placing considerable pressure on Marie to make some definite 
decision about her child, preferably to place him up for adoption. 
While Marie was quite undecided as to what she wanted to do and very 
perturbed about the situation, she requested that she be given a couple 
of months to think about this--she did not feel she was in a position 
to make a decision at this point. This decision was supported by both 
therapists. Consequently, the child was placed in a new foster home, 
which could keep him for a longer period of time. 
Also during this period, Dr. J. and I went on two brief vaca-
tions simultaneously--Thanksgiving and Christmas--and we also missed a 
day due to a storm. On each occasion the ward personnel reported that 
Marie's behavior had been well controlled, though she was. rather with-
drawn and appeared quite depressed. One might question the signifi-
cance this had for Marie, whether she fantasied that the two therapists 
went off together, or whether this was related to her adjustment to the 
hospital. 
Following each occasion, however, Marie had one of her tantrum-
like episodes during her nursing therapy sessions. Following the 
Christmas vacation, Marie missed her first session with both Dr. J. 
and me, and the following day she stated that she was "fed up with 
therapy. It just aroused all sorts of unpleasant feelings. It made 
her feel miserable and no good, and she could not stand the thought of 
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my going on vacation." This was followed by a very intense tantrum-
like episode in which she denied everything she had stated earlier. 
The following day she was very remorseful and stated she had wanted to 
show the ward, on the previous day, what a failure I had been. Marie 
then stated that she had had some fleeting feelings about me while I 
was gone, but she wanted "to let sleeping dogs lie." When an attempt 
was made to find out what these feelings were, she had another tantrum-
like episode. The following day she had anot.her one of these episodes 
after she stated that Dr. J. had associated her tantrum-like episodes 
with her feelings toward me. While it is felt that these episodes 
were very closely related to Marie's fear of her feelings toward me, 
they seemed to be intensified by her fear of Dr. J. •s reaction to these 
feelings. Also, the manner in which he handled the situation seemed 
to confirm her fears. 
As mentioned earlier, Dr. D. completed his investigation during 
the fifteenth week. Following this, he spent three weeks studying the 
findings and writing a report on the developmental roles of the two 
therapists and the patient's pathology in its interplay with dual ther-
apy. This report was distributed to all the participants. The follow-
ing is a resume of this report: 
Dr. D. questioned the reality orientation of the nurse--the 
degree to which I was operating on the basis of the material 
presented by the patient at the moment without a true appreci-
ation and concern for the patient's actual potential, and the 
appropriateness of the approach for this particular patient. 
He contrasted this to Dr. J. 1 s legitimate concern regarding 
'the element of unreality by which this very satisfactory 
(nurse-patient) relationship is not oriented to bringing the 
patient to face the more urgent and unpleasant realities of 
her outside world. 1 He felt further investigation was indicated. 
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Dr. D. further questioned the potential of nurses for func-
tioning as nurse therapists. He ascribed my success to my per-
sonal qualifications, the type of supervision I had received, 
and the amount of time and energy I had available to invest in 
this particular case (I was carrying only one patient in addi-
tion to my academic work at this point). While he stated that 
I had done 'a task which we talk about (in MMHC) but which rarely 
gets done so effectively . . . 11 he questioned the applicability 
of this type of training for the nursing profession except in 
specialized training situations. He felt there was a lack of 
clarity in the definition and concept of the role of the nurse 
therapist and that further clarification was needed to develop 
the team approach. CurrentfY there was considerable overlapping 
between the role of the nurse and the resident, resulting in 
considerable resentment and antagonism. He was hopeful, however, 
that greater clarity could be achieved so that 'the function of 
the nurse therapist can come to be seen by nurses and psycho-
therapists alike as something separate, unique, and a real con-
tribution which psychotherapists can accept with respect and 
without threat to their own work. 1 He doubted whether this could 
be achieved by first-year trainees (nurses and doctors) without 
considerable problems. 
Dr. J., according to Dr. D., was operating under considerable 
pressure and confusion. For example, the nurse was not operating 
in the traditional role of the nurse as he understood it. Her 
independence and her reliance on her supervisor for guidance was 
unprecedented in his knowledge of nursing, and he felt his 
legitimate role had been wrested from him, which made effective 
team work impossible. Furthermore, he felt that Miss N. was 
getting medical sanction from Dr. A. 'obtained by a subtle and 
unintentional process, from the supportive nature of her contact 
with him,' and Dr. A. was thus, in the eyes of Dr. J., unwittingly 
supporting a challenge to his medical authority, while at the 
same time he was expecting him to assume the leadership role of 
the team. (Dr. A. was in the dual role of Director of Psychiatry 
of the resident program and Consultant to the doctoral program in 
nursing.) Dr. J. under these circumstances tended to focus his 
resentment on Miss N. and me, and to some degree on the patient. 
As the situation became intolerable, he tended to take action--
proposing either his withdrawal or my withdrawal, and later sug-
gesting that he become the administrator, rather than attempting 
investigation. This action was supported by Dr. R., his former 
supervisor. While Dr. D. commended Dr. R. for taking the initial 
action in relation to the conflict, he felt that her further ac-
tions were detrimental to the resident's learning experience. 
Also, the investigation of this conflict placed an additional 
burden· .. on Dr. J., since the meetings were being tape recorded to 
be used as an illustrative study. Dr. R. 's refusal to continue 
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supervision if he attempted to seek a resolution was also con-
sidered a traumatic experience for Dr. J. Therefore, his decision 
to investigate the situation was felt to be highly commendable. 
After this report was distributed, arrangements were made for 
another meeting of the team members with Dr. A. to discuss further ac-
tion in view of the investigation. The following is a brief resume of 
the meeting: 
Dr. A.: 
Dr. J.: 
Miss G.: 
Dr. J.: 
Miss G.: 
Dr. A.: 
Miss N.: 
Dr. A.: 
What did Dr. D.'s review say to you? 
This report is an elaboration on how the team failed to 
be a team, and raised some question as to how it should 
best be resolved into a team and where do we go from 
here? 
I was thinking the discrepancy was not really as great 
as I originally felt it was. 
That's interesting, because I had some of the same 
feelings. 
He pointed out how easily the patient can confuse you 
with what she is actually saying. It wasn't just my con-
fusion--there was a lot of confusion from the patient. 
How patients and their problems can be confusing in their 
own rights? 
I think it raised the whole problem of the program which 
is the problem of professional autonomy and cooperation 
with the medical authority and how this can be worked 
out, so that it can be complementary rather than having 
all this friction. Even though we express the desire 
for team work and make efforts toward team work, there 
is a sense of viewing this independently. 
To me this is a document of problems of total team treat-
ment strategy, to put it briefly, by agreement or un-
witting disagreement of who does what to who, when, why, 
and for what purpose and under what circumstances . . . 
the whole problem of what areas of function rather than 
what areas of label-designated activities a particular 
person in a group of persons has to ~dertake, maintain, 
and develop in relation to treatment service to a given 
patient. 
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Dr. D.: 
Dr. A.: 
Dr. D.: 
Dr. A.: 
This patient has a great capacity to utilize individual 
relationships, let alone more triangular and social sit-
uations, in an effort to attain some end for herself that 
she feels desperately about; and to avoid participating 
in the chaos that is within her you have to keep an even 
more than usual eye on the order within your own self. 
This is a patient who is a master at self-deception, and 
this will be the eternal problem with anybody who meets 
with her individually or collectively. Sort of one part 
of the patient not letting the other part of the patient 
know what is going on . . . carried on right into the re-
lationship with the patient. Where did these two people 
get the idea that they should not be seen in each other's 
presence by the patient? (This was followed by a dis-
cussion of how this patient feared being left out when 
two people get together and how this was re-enacted by 
the two therapists.) I think this is a very fundamental 
observation that you people have made, that the patient's 
own conflictual problem becomes a problem for the total 
team strategy. In this patient's unconscious, who are 
you? Who was she? And how well did we understand this? 
To what extent did we act on the basis of defending our-
selves against such understanding? When the two of you 
got playing hard to get and hard to find, and catch me 
if you can, then there was no time to understand what the 
patient said and was so deeply concerned about. 
You could probably plot a curve in terms of the energy 
investment which each therapist had in the patient and 
how gradually this energy became--if not equally divided 
between the patient and the other therapist--even perhaps 
more weighted on the side of the other therapist, as to 
where their energy and concern was going. 
Basically, these high, theoretical, conceptual, opera-
tional problems are basically people problems. Is there 
any conflict here between the two therapists that was 
not a re-enactment of the patient's conflict? We need 
someone in charge who keeps the reality of the problem 
before the total team. 
Dr. D. subsequently was appointed to work with the two thera-
pists on a weekly basis, at least for the time being. Following this, 
the problem of individual role versus individual functions was dis-
cussed in essence as follows: "The idea of role is more important to 
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the self-image and the process within the individual than it is rele-
vant to their function with the individual." Dr. J. stated that he 
felt the question of role was of major concern to the two therapists. 
He questioned whether both therapists "were trying to do the same thing 
to the same patient, both touching her in the same area in the same 
way?" Dr. A. responded, "That is a very fundamental question, because 
I have a hunch that the patient has only one concern, namely, to be 
touched in such a way that she can resolve her difficulties." It was 
agreed that functions of two therapists could be defined only in terms 
of the individual therapist's activity with the patient, and this was 
based on the material brought into the session by the patient and the 
therapist's understanding of the total situation. It was felt that 
there is no clear line of distinction between the two roles, though 
each starts off with a different concept of his role in relation to 
patient care. Ideally, as each becomes concerned with the patient's 
problem, the concern of the individual's function becomes a minor 
problem. 
The purpose of co-therapy was then questioned and Dr. D. ex-
pressed the opinion that when a patient tends to compartmentalize her 
relationships as this one did, it is frequently helpful to have two 
therapists on the scene in order to integrate the two relationships 
and translate this to the patient in the process of therapy. In indi-
vidual therapy the relationship can be kept very exclusive, whereas in 
co-therapy there is freer access to the patient's conflictual problem. 
However, this is possible only if there is close collaboration between 
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the individuals involved in the care of the patient. This requires an 
understanding of the patient's conflictual problem and the manner in 
which it manifests itself in co-therapy, combined with an attempt to 
bring it into a clearer, more realistic focus. 
At this point, I felt rather confused and apprehensive about my 
role as a nurse therapist. I felt pulled in different directions, with 
considerable pressure to form my own point of view. Although this is 
inherent in the expectancies of a doctoral student, it was magnified 
by this particular situation. I was uncertain of my competence to 
function as a nurse therapist. I felt that I was under attack from 
the medical profession and ward personnel, as well as the patient, for 
the manner in which I was handling the patient. I questioned the role 
of the nurse therapist as defined by Miss N., as well as her concept of 
this role; and I felt very vulnerable to any attack from the medical 
profession. Consequently, I was rather aloof from both of them. I was 
fearful of expressing myself lest I would be unduly influenced by 
either--fearful that if they knew my uncertainty they might attempt to 
influence me and I would not be able to defend my point of view, which 
at this point was not clearly defined. To oppose Miss N. might place 
me in jeopardy in relation to the nursing program;_ and to oppose the 
medical profession might place me in jeopardy in relation to the pa-
tient. 
Throughout this period I had been very frightened that either 
Dr. J. or I might be eliminated from the case, or that the patient 
might be removed. I dreaded Dr. J. 's removal, since I did not feel 
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prepared to assume the responsibility of the patient's sole therapist; 
and it would in a sense be proof of my failure to work effectively with 
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the medical profession, or the dangers of being overly aggressive. 
For me to be removed from the case would have been exceedingly trau-
matic, since this was the only case I was carrying and I had invested a 
great deal of time and energy into it. It would have greatly reinforced 
my feelings of inadequacy. 
It is felt that my ability to carry on during this highly 
stressful period was largely dependent on the support I was receiving 
from Miss N. Throughout this period I never actually lost faith in my 
ability to help the patient, nor in her ability to utilize this help. 
However, it is felt that my ability to help the patient was seriously 
hampered by my own confusion and anxiety. My work with the patient at 
this time was confined primarily to supporting her desire to socialize. 
While I attempted to help her express her feelings in accordance with 
the supervision I was receiving from Miss N., this was seriously ham-
pered by my fear of further arousing the patient's feelings and thus 
increasing her chaotic behavior and further disrupting my relation-
ships with Dr. J. and the ward. Also, my ability to understand and ap-
preciate the full impact of this situation was limited by the defenses 
which I had raised in order to protect my own inner emotions in a very 
anxiety-producing and stressful situation. 
trends: 
The material presented in this section suggests the following 
(1) When conflict reaches a certain intensity, the natural 
sequence of resolution after the participants have made 
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an appeal to authority is for the participants to express 
personal resentments that have accumulated during the 
development of the conflict. This requires an understand-
ing atmosphere, which does not further these resentments 
but helps the individuals attain a clearer perspective of 
the total situation. 
(2) Disagreement on the supervisory level (between supervisors) 
places the trainee in a very precarious position and makes 
effective team work difficult if not impossible in relation 
to co-therapy. 
(3) Conflict between two therapists engaged in co-therapy may 
be a re-enactment of the patient's pathology, which requires 
an understanding of the patient's inner conflictual problem 
and the manner in which this is manifested in the conflict 
in order to put her inner conflict into a more clear and 
realistic focus. This cannot be achieved as long as the 
therapists are in conflict or in a state of role and iden-
tity confusion. 
4. Stage of conceptualization (weeks 18-25 inclusive). During 
this period both Dr. J. and I., together with the help of Dr. D., were 
attempting to evolve a new and more satisfactory approach to co-
therapy. A great deal of effort was expended in an attempt to clarify 
our concepts of our individual roles. At the same time that we decided 
to combine our efforts to resolve our differences, the ward adminis-
trator, not knowing what progress was being made in relation to the 
resolution of the conflict, told Marie that she was to be discharged 
at the end of the month. It was felt that this move was a re-enactment 
of Marie's earlier life experience in the ward setting, precipitated 
by a failure on the part of the team to establish clear channels of 
communication during their conflict. 
This period covers Marie's discharge period--the announcement 
of her impending discharge to the date of discharge from the hospital. 
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For purposes of clarity, there is a slight overlap between this period 
and the last period in relation to the ward's reaction toward Marie. 
As mentioned in The StaSe of Appeal to Authority, relationships 
between me and the ward personnel were strained. Relatively little ef-
fort was directed toward resolving this tension during The Stage of 
Nihilism. Following the Christmas vacation, when Marie's behavior 
again became increasingly chaotic, the charge nurse became very aggra-
vated with both me and the patient. Marie's behavior was disrupting 
the ward, and ward personnel were associating her chaotic behavior with 
nursing therapy. Consequently, they felt I was to blame, and Dr. Y., 
the Chief of Service, told her she was to be discharged. Both Dr. J. 
and I felt this was an unfortunate and precipitous move occurring at 
the precise moment when we were beginning to resolve our conflict. The 
following conversation took place toward the end of the conference with 
Dr. A. (Dr. Y. entered the meeting just before its adjournment. This 
was my first contact with him in relation to Marie.) 
Miss G.: 
Dr. Y.: 
Dr. A.: 
She is trying more to antagonize the ward against me than 
she is 
Well, she certainly succeeds. What happens is that the 
nurses feel you leave them in the lurch and then they are 
forced into a position where they don't want to ... 
there is some temptation to sort of tell you you're no 
good, but they don't really want to; they're very ambiva-
lent about it. 
I think psychiatric nursing could learn a lot from this 
approach in terms of--this is the matter with the patient; 
this is the patient's major dysfunction; and these are 
the sort of thing that psychiatric nursing will have to 
know about. First, how it manifests itself, and what 
their procedures relevant to it can contribute to the 
situation ... including themselves as people of course. 
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Dr. Y.: 
Miss N.: 
Dr. Y.: 
Dr. A.: 
Dr. y.: 
Dr. A.: 
Dr. J.: 
That's the problem. The ward gets mad at you; you and 
Dr. J. get mad at each other; I get furious at the whole 
situation--what's this lady doing on our ward when I need 
beds? 
Is she going? 
She's going to get herself discharged. She's taken care 
of that all by herself. She dealt with this more real-
istically than anybody else--she is able to manage that. 
How did she manage that? 
Well, in effect, she forced somebody to take s stand ... 
so I took a stand. 
Taking a stand is a function. 
Yes, but taking a stand with her can be fraught with many 
dangers. 
Following this meeting I established regular meetings with the charge 
nurse on the ward, and the tensions between us gradually subsided. 
This meeting illustrates how Marie tended to aggravate others 
when she felt rejected and how this tended to result in further rejec-
tion. Throughout Marie's hospitalization there was an astounding fail-
ure to communicate among the persons involved in her care. At this 
point, one can only question whether this failure to communicate was 
peculiar to this case. The fear that the patient see me with anyone 
else seemed rather pervasive. For example, when I first suggested a 
meeting with the charge nurse, she suggested that we meet on another 
floor. She was fearful that her relationship with Marie might be af~ 
fected if Marie saw her talking to me. She was unable to explain why 
she felt this way, since she did not feel this way in relation to the 
other patients. 
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Following the conference with Dr. A., when the team began to 
meet regularly, Marie again began to talk of her fears of the two 
therapists getting together and her desires to keep them "in separate 
magical compartments in the upper stratosphere, like two Greek oracles.' 
She wanted to keep her relationships with both therapists secret and 
exclusive, but she was unable to give any explanation for this. Ho,v-
ever, she gave a clue in the following conversation: 
Marie: My troubles all began at the age of sixteen. 
Miss G.: What happened at that time? 
Marie: I don't recall. 
Miss G.: What did your parents do at that time? 
Marie: They did plenty! They had a son and twin daughters. 
Marie then began to talk of the extreme loneliness she had experienced 
at that time--the feelings of a lost child who had been forsaken by her 
parents, an orphan. She described herself as becoming asocial and 
nasty at this time; and becoming involved with a boy whom everyone dis-
liked and having her first sexual relationship. Her parents sent her 
to college to break up this relationship, which she felt was a wise 
move, but it made her feel very lost and lonely. 
In her sessions with Dr. J. she talked of the newly emerging 
feelings toward her father at the age of sixteen, which were accom-
panied by a state of extreme confusion followed by a tendency to vievl 
her father in an artificial manner. This seems to suggest that Marie 
experienced very intense feelings toward her father, but felt very 
frightened by them. 
Dr. D. suggested that Marie's trauma of separation occurred at 
the age of sixteen, when her younger siblings were born, and that her 
tendency toward self-deception stemmed from the shock she experienced 
when her parents got together to have more babies. To see her parents 
get together was consequently a tremendous threat and a highly charged 
area; and this situation was currently being re-enacted in therapy. 
As her two therapists were beginning to resolve their difficulties and 
getting together, she was being discharged for her behavior, and Marie 
was beginning to re-experience and relive this experience in the ther-
apy setting. In light of this, it was felt that it was most unfortu-
nate to discharge her without being able to have the experience of the 
two therapists getting together and not being pushed out. 
This supposition was further confirmed by the subsequent inci-
dent. 
Marie saw me talking to a physician just prior to our session, 
and this was followed by another mild tantrum-like episode, in 
which she was able to express her fear of the doctors and nurses 
playing together when she left the hospital and forgetting her. 
She, however, denied any feelings of anger toward either Dr. J. 
or me for not keeping her in the hospital. 
During the nineteenth and twentieth weeks Marie appeared very 
well controlled; her disturbed behavior subsided markedly; and she made 
a determined effort to get well, making definite plans for her dis-
charge and seeking employment. There was no report of any tantrum-like 
behavior or confusion, and Marie was talking much more realistically 
of her earlier experiences with her family. The team met each week and 
there seemed to be an increased sharing of problems. However, Dr. D. 
stated there was insufficient clarity in the material brought up in 
the therapy sessions to redefine goals at this time. 
During the twenty-first week Dr. D. suggested that we deal more 
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with concrete issues in therapy. For example, he suggested that more 
emphasis be directed toward Marie's plans for activity following her 
discharge than discussing her reactions to discharge. I attempted to 
follow through on his suggestions, but found it very difficult to change 
my approach. I discussed this with Miss N., stating that I felt I was 
caught between the two of them, but I tended to side with Dr. D. Miss 
N. felt that this was at variance with her supervision and suggested 
that this be brought up for discussion at the following team confer-
ence. This issue was not resolved at this time. (For discussion of 
the differences, see pages 211-214.) 
Marie became exceedingly disturbed during the week prior to her 
planned discharge. Her tantrum-like episodes became very intense in 
the nursing therapy sessions. She began to pound the windows and tear 
the curtains, so I had her put in seclusion to control her destructive 
behavior. I was very apprehensive about the possible reaction of the 
ward personnel to Marie's behavior since our meetings were still some-
what strained. However, in discussing the situation with the charge 
nurse, I found her to be very understanding of the situation. She 
stated that in view of the circumstances they would have to be accept-
ing of this behavior. Consequently, I was able to relax more in my 
work with Marie, and to work more closely with the ward personnel dur-
ing the remainder of her stay in the hospital. Toward the end of the 
week, however, Marie made a definite suicidal threat--her first in five 
months. Whether Marie's chaotic behavior was related to her forth-
coming discharge, or to the conflict between Dr. J. and me, or the 
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interplay between the two, is open to question. In either case it was 
effective in postponing her discharge. Dr. J. and I discussed the sit-
uation at the end of the week and decided she was not ready for dis-
charge. 
However, in spite of the chaotic behavior displayed by Marie 
during the week, there was also considerable evidence of Marie's 
strengths. For example, she was able to find employment as a file 
clerk at a bank and start the new job; she returned to her old apart-
ment and made arrangements to return upon her discharge from the hos-
pital; and she attempted to re-establish her relationship with her hus-
band, though it soon became apparent that he had no intention of re·· 
newing their relationship. 
The discharge rounds which were held during the twenty-second 
week represented another upheaval in the relationship between Dr. J. 
and me. However, the end result indicated a tendency for Dr. J. and 
me to band together in opposition to the administrative staff, who were 
in favor of Marie's discharge. This tendency was first noted when Dr. 
Y. announced plans to discharge Marie. 
The following is a summary of the discharge rounds: 
Dr. J. and I both gave a brief resume of our work with Marie, 
recommending that she was not ready for discharge. Dr. J. 
recommended that she be transferred to another hospital. He 
further stated that I was more optimistic about Marie's prog-
ress and potential than he was and he felt further clarifica~ 
tion in relation to co-therapy was needed. Marie, when inter-
viewed, stated, 'It wouldn't work if I left. I have mixed 
feelings about leaving--philosophically I would like to go home, 
but I feel I am not ready. The problem could be stated in one 
word--loneliness.' 
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The discussion which followed the interview indicated some of 
the intense feelings revolving around this case and the disagreement 
which existed within the hospital in relation to the therapy that was 
being done. 
Dr. Y.: 
Dr. K.: 
Dr. C.: 
Dr. K.: 
Dr. C.: 
Dr. K.: 
Miss G.: 
Dr. K.: 
We are not prepared to be a foster home for her. This 
could go on ad infinitum. What we are doing for her is 
not really treatment, but supportive work. 
(Physician in charge of rounds) 
You are swimming against the tide if she stays. There is 
too much confusion regarding the role of the two thera-
pists. She should be out of here. You have made the 
decision and you are in charge (to Dr. Y.). Under these 
circumstances the situation would not change. 
(Fourth-year resident) 
Shouldn't we offer the patient another alternative? ... 
could we offer her therapy if she were placed in a foster 
home? 
I look with disfavor on continuing with her. Her behavior 
indicates a protest against our plans. We can't meet her 
halfway, so any treatment with her is going through the 
motions of treatment. It is not real. I believe we 
should keep in touch if she is transferred. 
But we haven't taken a definite stand. 
(Following a discussion of my intervention in relation to 
Marie's sexual behavior) 
Promiscuity, bodily contact, appears to be the only manner 
in which she can relate to others. That should not be 
touched in therapy. The advantage of another place would 
be that they would not have such high expectations of her. 
This place is too high-powered for her. 
This behavior was acting-out behavior on the part of the 
patient. Marie stated that she did this to show how no 
good she was. She is really a purttan at heart who acts 
out when she feels rejected. 
Self-esteem is second in line: survival is first. 
The final decision of this meeting was that Marie was not ready 
to be discharged, but neither should she stay in this hospital; other 
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plans were to be made. Following this meeting I told Dr. K. that I was 
very dissatisfied with the outcome of the meeting. The essence of his 
reply was that he did not feel this hospital was the place for the kind 
of program the nurses were attempting to institute. The residents were 
not ready to work with nurses at this level. Perhaps older, more 
mature men could work this out, but he himself had some question about 
the type of work the nurses were attempting to do. He stated further 
that he felt the issue was too hot to discuss; the patient was the one 
who got caught in the situation; and she was the one that got hurt. 
My response was that I felt it was important for all concerned that we 
(the doctors and the nurses) attempt to resolve the situation and learn 
to work together, and this didn't depend on age, but maturity of 
therapists. 
Dr. J. and I met briefly following this encounter. Both of us 
expressed a keen disappointment in the outcome of the meeting and con-
siderable apprehension about future plans. In a sense I felt that Dr. 
J. was supportive of my feelings, but I was quite suspicious of the 
underlying motives of any statement made by any physician at the time. 
It was agreed that I inform Marie of the outcome of the meeting--that 
her discharge had been postponed, she was not ready to go home, and 
other alternatives would have to be considered, 
Marie's response to this announcement was one of relief. Her 
first question regarding the decision was whether it was based on Dr. 
J. 's recommendation or mine. This question was repeated several times 
in different forms, and when she was reassured that both therapists had 
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agreed upon the recommendation that she was not ready to go home, Marie 
stated, "Good! I thought Dr. J. favored my discharge and you did not." 
Marie appeared very relieved by the fact that Dr. J. and I were in 
agreement. It was felt that this experience was very important to 
Marie, since she so firmly believed that when two people got together 
she was bound to be excluded, and this time she experienced the oppo-
site. Dr. J. and I had gotten together and had been instrumental in 
keeping her in the hospital, at least temporarily. Following this, 
Marie suggested that she go to the halfway house as an alternative--a 
possibility she had earlier considered most unsuitable for herself. 
I discussed the situation with Miss N. and expressed the feeling 
that the team was back where it had started and told her that I was 
furious. However, the following day, when the team met to discuss the 
situation, I was very subdued and did not bring up my reactions until 
the meeting was adjourned. Dr. D. opened the conference by asking for 
a resume of the discharge rounds, as well as what had developed with 
the patient. The following is a resume of the discussion of the cur-
rent situation: 
Dr. D.: I think there are a number of things that should be 
clearer before we come to any administrative decisions. 
We know that what Marie is presenting now is to some de-
gree an exaggerated picture of her illness in order to 
convince us. We also know that some of her apparent 
readiness to go out is as though she were taking the bull 
by the horn--an exaggerated picture of the way she has 
been acting. In spite of all that has been done for her, 
when it comes time for her to go out--it wasn't suffic-
ient for her to modify her usual patterns. We are cur-
rently in a very transitional state in getting the team 
back ..• therefore it is not surprising. We do not 
really have therapy going in a new way, but we have been 
moving toward this. There is always a question in my mind 
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Miss N.: 
Dr. D.: 
Miss N.: 
Dr. D.: 
Miss N.: 
Dr. D.: 
as to how realistically this can be accomplished. The 
assumption has been made that we are not ready to continue 
within patient efforts. We need to reconsider this. 
I'd like to see if I can stand beside your point of view, 
so to speak, what may possibly be occurring may also have 
to do with her extreme reaction at this point. I think 
that at almost the precise moment that Miss G. and Dr. J. 
began to get together she was discharged--reality was in-
troduced. I think so much of her pathology is geared to-
ward keeping them apart that there was a certain relief 
that came with their resolving their conflict. At the 
same time, this poses a new problem for her, 'If they get 
together, how do I fit into the picture?' She has 
brought up her father and mother getting together and 
there was no place for her. So she possibly saw some of 
their difficulties being resolved and their getting to-
gether--then she was discharged, which is frightening to 
her. In her mind this may mean--'the two of them get 
together, so they don't need me.' She didn't get the 
opportunity of finding out that the doctor and the nurse 
could get together and also like her--that it was possible 
for the three of them to relate together. It was moving 
in that direction. 
All the more reason why it would be unfortunate and a re-
peated trauma to her. 
In some ways we are back where we started--people are 
separated and she is going. 
I think that is right. That's one of the unfortunate 
things about transfer at this time--the fact that it was 
working out successfully and she responded so well until 
the matter of discharge. 
I think it was important for her to have the opportunity 
of having two people get together and work with her . . . 
but now it is almost confirmed in her mind that if father 
and mother get together there won't be a place for her. 
There is a kind of reality ... there is also a complica-
tion in terms of differences in therapies. To be brief 
and frank about it, I think there is a way in which--just 
as there might be a tendency on Miss G.'s part in some 
ways unwittingly and certainly unintentionally to partici-
pate in the part of the patient to remain in the hospital 
and maintain a sick adjustment .... I think there has 
been a way, unintentionally perhaps, on Dr. J. 's part to 
see it in terms of giving up what has been a very frus-
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Dr. J.: 
trating venture. . . . I think the first point to com>ider 
is whether we want to regard this as an instance from 
which we can learn something, or whether we want to use 
this, as we now have the opportunity of moving the patient 
to some other type of treatment--some other efforts. 
I've thought enough about it to say that I am not in favor 
of her remaining here any longer . . . now is the time to 
move her to halfway house. I don't think I can continue 
with her while she is in the hospital when I feel so 
strongly that she has not progressed therapeutically. 
After the meeting was adjourned I stated that I felt Dr. K. 's 
consideration regarding the transfer of the patient was a "political 
move"; it was not done out of concern for the patient. I based this 
on the comments made by Dr. K. in the discussion following the dis-
charge rounds. Following this, there was a brief discussion between 
Miss N. and Dr. D. on the advisability of my continuing to see Marie if 
she should be transferred to another hospital. Dr. D. questioned this 
and Miss N. stated that the nursing program would make the decision in 
collaboration with the other hospital if the transfer should take 
place. 
During the team conference in the twenty-third week, both Dr. J. 
and I were asking for further clarification of roles. 
Dr. J. 
Miss G.: 
As much as everybody hates the word 'role' it seems im-
portant to know the difference between roles or it it's 
going to be exactly the same role for both. In the case 
of this patient I think it is more the same role that 
we're trying to play but we are going about it in a dif-
ferent way. 
I am not convinced of that. Dr. K. brought that up, too, 
he asked why I didn't work alone. I told him that I 
would much rather work with the doctor than alone and 
that I felt we needed to learn to work together more. 
You have a different function and role than we do--not 
just in this case, but other cases as well. 
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Dr. D.: Could we plan to come back to this in the last part of 
the session in the context of what the patient is doing, 
and see if we can define these roles more clearly in 
that context? 
In discussing this later, it seems that I was in essence asking for a 
clarification of issues as Dr. J. saw them so that we could both be 
working in the same direction rather than pulling in opposite direc-
tions. 
Dr. J. then brought up the issue of Marie's sexual activities 
as follows: 
Dr. J.: 
Miss N.: 
Dr. D.: 
Miss N.: 
Dr. D.: 
Miss G.: 
Dr. D.: 
I wouldn't be surprised if she ends up in bed with a man, 
but I would plead with you that you would not say "no" 
on this occasion. I think it is important that she reach 
out. I think I have to qualify my recommendations some-
what in view of what we can expect, namely, some carrying 
on. 
I still think it will be a matter of communicating to her 
that you don't approve of this and that you have some 
concern about this as just repetitive of a destructive 
pattern. It doesn't mean that you are continually saying, 
'Look--what are you doing--you are doing this again.' 
It's getting across to her that you are concerned about 
her--particularly as she has brought up so much material 
about how she has viewed this as being degrading, has 
done this out of loneliness. 
I would question whether there was any greater or great 
hazard, other than becoming pregnant again, because th:Ls 
is so much a familiar part of her life-style in the past. 
It's not as though she has that great inhibition and con-
flict over this kind of thing. 
I think she has. 
That's where we disagree. 
I think Marie is very confused about this--whether she 
should or she shouldn't. 
Where do we stand? 
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Miss N.: 
Dr. D.: 
Miss N.: 
Dr. D.: 
Dr. J.: 
Dr. D.: 
Miss N.: 
Dr. J.: 
Dr. D.: 
I stand very firmly on the ground that this is something 
that she needs to have limits set for, in view of cownuni-
cating to her some idea of worth. The sex I have heard 
about takes place out of loneliness and she always ends 
up feeling degraded and exploited. 
I think we're going to miss some of what's most important 
right now if we get off into this issue. I would tend to 
think as one keeps her focused on the loss of her hus-
band . . • as she deals more with this loss . . . the rest 
will take care of itself. While you want to be working 
with everyday issues there is some hazard of dealing with 
it more seriously than in the way it is happening, and 
overlooking the way in which she is using it defensively. 
I don't think she will deal effectively with the loss of 
her husband if she is acting out with another man. 
When she talks about him, you ask her about her husband, 
that is the best prophylaxis against involvement with him. 
I feel very strongly about this, and this is where we 
originally got off the track. 
What is the stand you take? 
The stand is the fact that you don't want her to act out 
sexually; that you know a great deal of how she feels 
about this; and that one of the things she is doing this 
for is to avoid looking at how she misses her husband. 
I think if she continues to act out sexualJ.y in view o:E 
not really resolving the loss of her husband, she isn't 
much different fron an alcoholic who switches from 
bourbon to whiskey. 
It isn't the same at all. 
We're trying actively to deal with her realities and keep 
her working on them . . . by turning to her husband seri-
ously and by bringing up fantasies, that have been sort 
of dormant in the last six months, into action. But in 
the meantime we'll see what happens. She is putting out 
feelers to her ehild as she has not done before. 
Miss N. also questioned the impulsive manner in which Dr. J. tended to 
handle some of the issues in relation to Marie, namely, his threat to 
discontinue therapy with the patient unless she could locate herself in 
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a properly supervised setting. She stated this type of behavior was 
very disruptive in view of team functioning. 
The team appeared to be discussing their disagreements in a more 
frank and open manner and seemed much more relaxed, in spite of the 
fact that no agreements were actually reached and plans for Marie were 
very indefinite. I felt, however, that there was an underlying current 
of hostility, which was not so much related to the issues under discus-
sion as it was to a basic struggle between two blocs of power--the med-
ical profession and the nursing profession--in which I was left 
straddling the fence. I felt unable to form my own point of view. 
This struggle was, however, temporarily pushed into the background in 
view of more immediate concerns. 
Both Dr. J. and I were primarily concerned about developing ap-
propriate plans for Marie, since the hospital was no longer available 
to her, administratively. While I would have favored prolonging the 
hospitalization, I felt that any attempt on my part to do so, in view 
of the current opposition, would be detrimental to Marie's therapeutic 
progress. Therefore, I was in agreement with Dr. J. 's effort to get 
her into the halfway house setting. In fact, to me this seemed an ap-
propriate escape from the hostile environment within the hospital. 
Dr. J. and I were still somewhat chagrined by the manner in which the 
situation had been handled by Dr. Y., and in a sense it appears that 
we were at this time banded together by our resentment toward adminis-
trative personnel, who had taken action counter to our desires. Con-
sequently, we were less concerned about the disagreements between us. 
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We were also very pleased with the progress Marie seemed to be 
making. There were no tantrum-like episodes; Marie was gainfully em-
ployed throughout this period; plans were made for her transfer to the 
halfway house with her participation; she relinquished her apartment; 
she contacted her husband and was able to discuss plans for their sep-
aration in a more appropriate manner than usual; and I was absent for 
two days without any untoward reaction. On the ward Marie conducted 
herself more appropriately, and ward personnel did not have any diffi-
culty with her. She was also socializing more with other patients. 
In therapy Marie was reacting appropriately to her forthcoming 
discharge. She was grieving the loss of her husband with more affect; 
she expressed more concern about the manner in which she had ruined her 
life; and she was talking more realistically of her parents and her 
children. She was resorting less to fantasy as she talked of her 
adolescent problems (see section on Changes in the Over-all Behavioral 
Pattern). stating that she had never felt able to discuss these matters 
with anyone before. In a sense, she seemed to be testing her ability 
to socialize with her therapists, while at the same time she was bring-
ing up material that had been dormant for a long time. 
Marie continued to express fear of being left out when mother 
and father got together (e.g., when her parents kidded each other, she 
was not included). She also expressed a desire for things to remain 
as they were. She wanted to keep the therapists in their separate com-
partments. Dr. J., in talking to her, had intimated that there was a 
certain intimacy between her and me, and she wanted things to remain as 
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they were--she did not want to "upset the applecart" by talking about 
it. 
Marie's desire to keep the two of us separate was confirmed by 
the following incident which occurred at this time. Marie saw Dr. J. 
and me leave the conference room together. 
She told me that she found this very upsetting, since she had 
just talked to Dr. J. about her intimate feelings toward him 
and she did not feel that she could share these with me. She 
felt that she could not love both of us at the same time. This 
feeling was confirmed by the fact that she could not look at 
the two of us simultaneously. Furthermore, she was very fearful 
of losing either of us. 
Further evidence of this reaction was noted when I left on a 
four-day absence. The following is a discussion of this incident in 
the team conference: 
Dr. J.: 
Dr. D.: 
MissN.: 
She was very silent in her interview (the day Miss G. 
left), she was out of sorts--in general, everything went 
wrong. I attributed it to your being away, and then she 
pulled the trick that she usually does--she says, 'Okay, 
so I feel that way. So it is due to her being gone. I 
realize that makes a lot of sense, but I don't feel that 
way. Maybe I should be in isolation, what if I should 
run away, what good would it do me?' I had trouble 
knowing how to handle the pvoposition. Every time she 
would get off the subject I would bring her back and this 
seemed to help some. But I wasn't at all satisfied that 
much was accomplished. Although I tried to work with the 
material as related to Miss G., I think it was in part 
her reaction to me. It had something to do with me 
hitting at the truth of the matter which she knew so 
quickly. 
But at the same time was defended against, so that it was 
an intellectual truth about this other woman--so at the 
same time she was successfully defended against her 
feelings. 
Do you think she was upset by what Dr. J. was thinking 
about her feelings in regard to Miss G.? Didn't she 
bring this up? 
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Miss G.: 
Miss N.: 
Dr. J.: 
Miss G.: 
Dr. J.: 
Dr. D.: 
Miss N.: 
Dr. D.: 
Miss G.: 
Dr. D.: 
Dr. J.: 
Yes. She brought this up directly. 
Do you approve of this? When you look at me do you think 
of me as a woman? Where does this fit into who she is to 
you? 
Yes. I agree with you in retrospect, it does seem that 
the interview was more about me. 
And what you would think about her relationship with me? 
Yes. And she took my comments and she didn't react to 
them as criticism. 
Not only that, but she seems to be using this triangular 
situation as a way of dealing with her intimate feelings 
toward you and Miss G.--this feeling of 'Dr. J. thinks I 
am intimate with Miss G.' with a kind of intimation, I 
take it, of disapproval. 
Yes. 
It is really kind of reality evidenced by you to confirm. 
. . . It is used as a projective device for her own 
guilt feelings and disapproval about her own feelings. 
It is interesting how she employs this and makes it seem 
an issue between the two therapists--regarding her own 
inner feelings, her intimate feelings that are conflictual 
And she isn't sure whether it was good to have these 
feelings or not. 
And probably they threaten the part of her that is 
frightened by such feelings, but also part of her sees 
her feelings as being competitive within herself, and she 
is happy to keep the two worlds apart . . . as though 
saying, 'The battle is out there' rather than within 
herself. 
Yes, in that respect I have a feeling that had I assessed 
this correctly--! am bound to have gotten further if I 
had dealt with the triangular situation. 
The above is an excellent example of how the team conferences, in re-
lation to co-therapy, can help to bring the triangular involvement into 
a clearer focus. 
Dr. J. then announced his plans for cutting his sessions down 
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to once a week in three months, due to an anticipated increase in his 
work load. He also suggested that I cut my sessions down prior to this 
time; he still felt very strongly about my seeing Marie five times a 
week. Dr. D. suggested that each therapist be alert for an opportune 
moment to bring this up with the patient. However, he suggested that 
this be done after Marie had made her adjustment to the halfway house. 
Following this meeting, Marie moved to the halfway house without any 
undue disturbance and continued to do well for the remainder of the 
week. 
While this stage was noted for what seemed to be a re-enactment 
of the patient's problem in the ward situation, it was also noted for 
I 
the brief respite enjoyed by the members of the team as well as the 
patient. In retrospect, one may question how realistically the team 
and the patient, alike, were viewing the total situation. A certain 
amount of euphoria would be understandable when one considers the 
highly stressful situation which the group had just undergone. Ho¥r-
ever, one also wonders how long this state of well-being would have 
lasted if the patient had not been discharged at this point. To what 
degree could this situation have provided a corrective emotional ex-
perience for the patient? 
trends: 
The material presented in this section suggests the following 
(1) This phase of the resolution of conflict was characterized 
by the therapists' attempt to formulate in their own minds 
a clearer concept of their respective functions and roles, 
to offer them some guidelines whereby they might function 
more effectively as a team--a period of conceptualization. 
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(2) A patient may unwittingly manipulate the environment in a 
manner which "forces" individuals to take a certain stand, 
which leads to a re-enactment of her inner conflictual prob-
lems. In order to avoid such a pitfall there is a need for 
an overseer who is very alert and observant in relation to 
the patient's pathology and the manner in which it mani-
fests itself in the environment. 
(3) Disagreement on the supervisory level (between supervisors), 
if unresolved, may be very disnuptive for the trainee, 
making it very difficult for him or her to formulate his or 
her own point of view. 
B. Second Period 
1. Stage of stabilization (weeks 26-35 inclusive). During 
this stage there was continuing evidence of disagreement between the 
team members, and different modes of resolving these differences were 
attempted, with varying degrees of success and with some evidence that 
the two therapists were reaching a leveling-off process. 
Marie made the transfer to the halfway house without any un-
toward incidents. During her first weekend away from the hospital she 
renewed her acquaintance with a sociology student and became sexually 
involved with him. Dr. J. immediately requested that I not intervene 
as I had done previously. He suggested that both of us plan to inves-
tigate the situation and let Marie reach her own decision. I was still 
uncertain about the most appropriate manner to handle this, but did not 
feel free to express myself. I questioned whether the position taken· 
by Dr. J. would be effective. At the same time, however, I doubted 
whether Miss N. had sufficient understanding and knowledge of the 
psychotherapy to know what she was doing. Dr. D., perhaps unwittingly, 
aroused considerable doubt in my mind by questioning the nurse's abil-
ity to perform this role. Because of my own fears of the two persons 
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in authority, I was not free to express my own point of view, nor did 
I have adequate experience on which to base it. However, I decided to 
go along with Dr. J. 's request. 
The following day Marie appeared very confused and had a mild 
tantrum-like episode in the nursing therapy session. The following 
weekend she had a severe tantrum-like episode at the halfway house 
which caused a major upheaval, resulting in threats to have Marie 
transferred to another hospital. 
The general tone of the conference during the twenty-seventh 
week was one of gloom. The entire team had felt relatively optimistic 
about the progress made during the preceding month and consequently 
felt very discouraged when Marie reverted to her former behavior. 
Marie's tendency to adopt her old defensive pattern of sexual involve-
ment when she was unable to face the genuine feelings of loneliness, 
and the tremendous turmoil she experienced when separated from a more 
dependent situation, were discussed in considerable detail at the con-
ference. In view of Marie's reaction, Dr. D. suggested that plans for 
the patient be modified somewhat by permitting her to return to the 
hospital overnight when such feelings became intolerable. This would 
allow her to make the transition more slowly. 
He suggested further that both therapists attempt to help Marie 
express her more genuine feelings regarding the loss of the hospital, 
which was currently not available to her. While Marie realized that 
she was attempting to avoid feelings of loneliness, she also expressed 
a need for more help in her ability to express her feelings. At the 
same time, she was expressing a great deal of ambivalence about ther-
apy--it was a disappointment. It had neither transformed her nor found 
a happy solution for her; she was still repeating all her old patterns 
and finding no happiness in them. Therapy was not offering her the 
magical cure which she had anticipated, and she was reacting to th:ls 
in a manner typical of a spoiled child--she had temper tantrums. 
During the following three weeks (the twenty-eighth through the 
thirtieth), Dr. J. and I were better able to direct Marie toward ex-
pressing more of her feelings of loneliness. First she expressed them 
regarding the loss of her apartment and her husband. Then she started 
to talk of the loss she experienced in relation to leaving the hospital. 
Marie was encouraged to talk of the things she missed in great detail, 
for example, drinking tea in the kitchen and the music she played on 
the hi-fi. Following this, Marie started to express her anger toward 
the doctors for kicking her out of the hospital. Then she expressed 
anger toward the nurse for her failure to keep her in the hospital, or 
not persuading the doctors to keep her in the hospital. Throughout 
this period Marie kept referring to her separation from her parents 
during her adolescence. She questioned why her parents had to have 
more babies when she needed her parents worse than the other children 
did--and why was she discharged from the hospital when she was worse 
than the other patients and needed the hospital more. She felt that 
she had been pushed out of the hospital as she was pushed out of her 
home, because they had lost interest in her; she wasn't a good per-
former; therefore they got rid of her. 
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Marie became very vehement in her expression of anger and ex-
pressed it much more directly. She had one tantrum-like episode during 
these three weeks and twice went out with the sociologist. She made 
several unsuccessful attempts to break this relationship. However, 
both Dr. J. and I felt that Marie was progressing favorably. It was 
felt that Marie was undergoing a grief reaction in relation to the loss 
of the hospital which would hopefully help her deal with future losses 
in a more adequate manner. According to Caplan (1963): 
It is a characteristic finding during crises that memories 
of old problems linked to the present one are stimulated, and 
either emerge spontaneously into consciousness or can be un-
covered by simple psychiatric interviewing techniques. The 
emergence of these old problems is accompanied by a significant 
emotional reaction showing that they were not satisfactorily 
dea~t with in the past. The previous failure may act as an ad-
ditional burden in the present case. Previously used pathologi-
cal defense mechanisms may be repeated currently as a form of 
inadequate problem solving to deal with the difficulty by avoid-
ing it. 
On the other hand, significant differences this time may stiin-
ulate other solutions, and this has special meaning from the 
point of view of personality maturity, in that energy which had 
been needed to maintain repression etc. to keep the unsolved 
problem under control is now freed for current adult use. 
Marie's reaction at this point would indicate that while she was not 
wholly successful in resolving this problem, she was indeed making 
progress in this direction. 
Dr. J. and I were meeting with. each other while Dr. D. was on 
vacation. During this time, we worked out a system whereby Dr. J. 
would confront Marie with what she was doing (e.g., her tendency to 
become sexually involved when she felt rejected, in order to keep her 
therapists aroused), and I would act as a sounding board, permitting 
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Marie to express her reactions. Dr. J. explained it as follows: 
I kept after her, as if I were hammering in a fashion and while 
there was no immediate response with me, at the time, there was 
immediately following this interview, in which with Miss G. there 
is a virtual explosion. 
It would appear that Dr. J. had a strong need to develop a role for 
himself that differed from the role of the nurse, and since this need 
was not met through the team conferences, he developed his own system. 
During the thirty-first week, Dr. J. announced to Marie his 
plans to cut down his sessions following his vacation in six weeks. 
Immediately upon being told, Marie had sexual intercourse with the 
sociologist on a couple of occasions, each followed by tantrum-like 
episodes. Both of us were becoming very exasperated with Marie for 
her persistence in going out with the sociologist--! more so than Dr. 
J., especially when Marie stated she was doing this to'keep therapy 
alive and to keep the nurse sort of squirming." 
During the thirty-second and thirty-third weeks, Marie's be-
havior became increasingly chaotic, with frequent tantrum-like episodes. 
She stated that she felt confused about her feelings toward her thera-
pists and these feelings were fused with her feelings toward the soci-
ologist. She expressed anger toward her therapists, stating that if 
her relationship with them were satisfactory she would not have to seek 
sexual involvement in this manner. She was fearful that Dr. J. would 
leave her if he knew how angry she really was; and she was angry be-
cause she could no longer "blissfully enjoy her sexual affairs," but 
became extremely upset after she became involved. During these two 
weeks, Marie made numerous unsuccessful attempts to break up the rela-
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tionship. 
At this same t~me, Dr. D. pointed out that there was some evi-
dence that Dr. J. and I were becoming involved in a sadistic struggle 
with Marie, in which we tended to engender Marie's battling tendencies. 
Dr. J. and I seemed to have decided why Marie was acting as she was 
and we were attempting to get her to admit this--namely, that she was 
reacting to Dr. J. 's reduction of sessions by becoming sexually in-· 
volved. He described this as 
Kind of trying to prove to her, that your feelings are better 
than hers, why doesn't she admit them? Kind of telling her--
giving it a context of a battle and a struggle--one trying to 
prove to the other. There is a need to see her more as someone 
going through some very painful and difficult issues, and trying 
to help her with them. Otherwise you get more of the anger that 
comes from a sadistic struggle, which tends to confuse the pa-
tient, obscuring her real rage and her more affectionate feelings, 
which are becoming more evident. 
During the thirty-fourth week, the tape recorder broke down 
during the team conference and I gave the following report in the 
supervisory hour: 
Dr. J. became very provoked with Marie this past week because 
she had failed to pay her clinic bill. He stated that he was so 
furious, he was ready to call it quits and let her go ... he 
felt Marie was not doing anything in therapy--just goofing off. 
~is just playing around and he is ready to drop her. 
Dr. D. suggested that we had become involved in a triangular 
situation with the patient--Or. J. was angry with Marie for not 
producing; I was getting angry at Marie for continuing her sexual 
involvement; and Marie was getting angry with the total situation 
and trying to provoke the two therapists. He suggested that this 
involvement was due toUr. J. 's feeling I was doing better ther-
apy than he, and it happened at this time because Dr. J. was cut-
ting down and I was continuing on the same schedule. I was now 
tending to blame Dr. J. for Marie's acting-out behavior. However, 
neither Dr. J. nor I were expressing any anger toward each other. 
2~ 
During the remainder of the week, Marie seemed to be doing 
relatively well--no untoward reports were made. She seemed more sub-
clued and did not get into her earlier struggles with her therapists. 
She expressed feelings of helplessness and inability to control the 
situation. She also began to express more positive feelings toward her 
father, fearing that she had lost his love; and anger toward her mothet 
for having more babies (I had just started to work with another pa·· 
tient). She also expressed anger toward the nurse for not helping her 
attain what she wanted, but she was very vague. She wanted the nurse 
to teach her more about sex and help her tolerate the feelings she was 
experiencing. She stated that her mother had not told her what the 
consequences of sex were, nor what it was really like, and she did not 
know what her mother really thought of her affairs with men. 
In the team conference during the thirty-fifth week, Dr. D. 
elaborated on the above situation as follows: 
There has been a shifting pattern. Six months age the patient 
had you separated. It was more of a battle with Dr. J. and more 
of a battling between Dr. J. and Miss G.--a sort of triangular 
relationship with the patient stimulating this. In the past 
several months, there is a way in which the two of you have be-
come more in liaison and united, in a way that is beneficial to 
the patient--in which we can spot more readily the way in which 
the patient stimulates divisive forces. Your relationship is 
such that this no longer works. But it seems to me, in addition 
to that, after all you have been through--all of us to some 
degree--but no one more than you, and for all that has been pain-
ful about it, the two of you are finally getting together after 
the patient has given you so much misery. Now I think to some 
extent, there is a phase where the two of you are sort of enjoy-
ing getting together, sort of enjoying the peace and getting the 
upper hand on the patient. It seems to me, coming along with 
this but not yet fully realized, there would be a way in which, 
to some extent the battling aspect of the whole business subsides, 
and the masochism caused by the patient subsides and it becomes 
more a leveling serious kind of supportive appreciative attitude 
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toward the patient, which doesn't foster in her so much what she 
loves in terms of a good fight. There are those things which are 
aggravating, which she stimulates, and while there are ways in 
which it is good to be frank and on a solid base with her, there 
is also a place where this might be overdetermined, and tend to 
cause some persistance in just wrangling as a part of the rela-
tionship, which she is very responsive to. 
Following this, I suggested that Marie was asking to have some-
one intervene in her relationship with the sociologist--she felt un-
able to stop it on her own. Dr. J. replied that he felt 
it would be erroneous to intercede and make the decision for her. 
It would tend to promote her feeling that unless the therapists 
did stop her, they were not interested in her. It would only 
confirm her feelings that the only way people can show they care 
about her, is to make some kind of decision for her, some act of 
decision in her life. Dr. D. made no comment. 
The consensus at this meeting was that Marie was beginning to 
make more realistic plans for her future than she had up to this point, 
and while Marie was expressing a great deal of anger toward Dr. J. for 
cutting down his sessions, it was at a deeper level and more modulated 
than it had been in the past. 
The conflict on the supervisory level (between Dr. D. and Miss 
N.) seemed to be relatively dormant during this stage. Dr. J. and I, 
on the other hand, seemed to unite our efforts in a sadistic struggle 
with the patient, as we were groping around in an attempt to find a 
more clearly defined acceptable approach to co-therapy. This struggle 
gradually subsided through clarification in the team conference. 
trends: 
The material presented in this section suggests the following 
(1) This phase of the conflict seemed to be characterized by 
a groping for a more stable level of operation in the co-
ordination of our efforts, with a decreasing concern in 
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regard to the specific function and role of the individual 
--a stage of stabilization. 
(2) Clarification of patient pathology as it manifests itself 
in the triangular situation in co-therapy lessens the pa-
tient's opportunity of utilizing these means of creating 
a rift between the two therapists. 
(3) The attempt to help the patient handle her feelings in re-
lation to a separation stimulates memories of earlier losses 
and is instrumental in helping her cope more effectively 
with a subsequent loss with increasing maturity. 
2. Stage of dissolution (weeks 36-50 inclusive). During this 
stage, there was a gradual increase in the rift between the two thera-
pists in which there seemed to be a mutual agreement to resolve the 
situation by ending it--that is, discontinuing team efforts, with one 
member of the team resigning from his position. 
During the team conference in the thirty-sixth week, Dr. D. 
stated that he felt Marie seemed to be feeling better, looking better, 
and functioning better than she had been. He attributed this to the 
fact that therapy was placing less emphasis on that part of the patient 
which was seeking a more dependent relationship, and putting her more 
in touch with those things in her life which were more meaningful to 
her and bringing her more satisfaction than she got from being a 
screaming, helpless little infant. He felt the patient was beginning 
to look at life more as it was and less as she fantasied it to be. On 
the basis of this, he suggested that the therapists explore the more 
positive aspects of her life; and that therapy be directed more toward 
real life issues. He felt this was particularly pertinent for this 
patient, since she tended to become involved in the therapy relation·· 
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ship in a personalized, subjective manner which she used in the ser-
vice of regression and avoidance of real life issues. Therefore, he 
saw a need for more ego supportive work, in which the patient could 
view herself more as an adult in the community, with some problems to 
be worked out and helped with, rather than dealing so much with all 
the chaos and turmoil which this patient presents. Miss N. was not 
present, and neither Dr. J. nor I raised any objections. 
Dr. J. then announced his plans for terminating with Marie be-
cause of his increasing work load. He later stated that these were 
extenuating circumstances, the basic reason relating to our inability 
to reach an agreement in relation to the appropriate therapeutic ap-
proach. I made no comment about this announcement and there was no 
further discussio~ of it. Dr. J. suggested that I cut my sessions 
down before he terminated, but Dr. D. recommended that I wait a couple 
of months. 
In my supervisory session I stated that I felt Dr. J. was 
terminating because of his resentment toward the total situation, but 
I did not now feel compelled to make any efforts to retain him. I 
seemed weary of the struggle and perhaps less apprehensive of my own 
ability. However, I was experiencing some guilt, since I felt that I 
had been instrumental in pushing him out of the picture: if the situa-
tion had been satisfactorily resolved he would not have terminated. 
Marie's chaotic episodes dwindled markedly during this period. 
She had two tantrum-like episodes during the thirty-sixth week, seem-
ingly related to the following critical incidents in her personal life: 
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Her husband informed her that he had received a scholarship to study 
abroad, and he intended tb divorce her before he left. Also, because 
of lack of work, her employment was terminated. 
During the following three weeks, there was a sort of leveling-
off process in which both Dr. J. and I were experiencing less wrangling 
with Marie, and a great deal of therapy of directed toward making 
plans for the future. However, Marie continued to be very indecisive 
about what she really wanted to do--one day she would plan to go back 
to college and the next day she would decide to go to secretarial 
school. Her relationship with the sociologist was of a similar nature 
--she was unable to make a decision and abide by it. In therapy she 
would ask the therapists to make a decision for her, then complain be-
cause they were too controlling. 
Following this, Marie had another period of upset, seemingly 
related to Dr. J. 's vacation and reduction in frequency of his ses-
sions. Marie had one tantrum-like episode the week prior to his vac.~­
tion, and while he was absent she had three episodes in the nursing 
therapy sessions. She had one crying episode on the street and called 
me on the telephone because she did not know what to do. (This was the 
only time Marie called me outside of her sessions, and I went to pick 
her up.) Both Dr. D. and Dr. J. later questioned my action, thinking 
that I was being too protective. Following this incident, Marie had a 
couple of dates with the sociologist and finally ended up staying in 
the hospital over the weekend, since the personnel at halfway house 
felt unable to handle her during her tantrum-like episodes. 
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During this period, Marie was very angry with Dr. J. for leav-
ing her, stating that she had learned to care for him and now he was 
leaving her. I encouraged her to discuss this with Dr. J., but she was 
fearful that she might lose control of herself if she attempted this. 
I had difficulty in discussing this with Marie, since I had not re-
solved my own feelings about the situation. Marie expressed a great 
deal of feeling about Dr. J. cutting down his therapy sessions. She 
was convinced that Dr. J. had cut down his sessions because she was not 
worth the investment. She wasn't deep enough or intricate enough to 
maintain his interest. She associated this with her parents losing 
interest in her when she was sixteen. She felt Dr. J. was leaving her 
for other patients, as she felt her parents had left her to have other 
babies. At times she expressed a desire to get rid of her brother so 
she could have mother to herself, and at other times she spoke of 
getting rid of her mother so she could have father and the baby to her-
self. She was very undecided as to which one she wanted, with the ira-
plication that it was impossible to have both at the same time. 
Upon his return, Dr. J. became very provoked with Marie for her 
inability to control herself, and he felt that I was being overly pro-
tective. At the same time, I tended to get angry with him for his in-
ability to handle Marie's feelings in relation to him; and I was also 
somewhat angry at him for leaving the two of us. This made it rather 
difficult for me to handle Marie's chaotic behavior. 
The week after Dr. J. 's return, I announced plans for my vaca-
tion. Marie then calmed down considerably but seemed rather depressed. 
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She threatened to get worse, stating that getting well meant being 
left, and the only thing she knew how to do was to be sick. Therapy 
was generally directed toward long-range planning for Marie, and she 
continued to bring up more material about home and 9er yearning for 
home. This was felt to be related to her feelings of rejection in the 
therapy setting. 
In the team conference during the forty-second week, both Dr. J. 
and I seemed quite apprehensive about Marie's ability to carry on 
thro~gh the forthcoming separations--Dr. J. 's termination, my vacatl.on, 
and the divorce from her husband--particularly in view of her reaction 
to Dr. J. 's recent vacation and cutting down of his sessions. Every-
body seemed weary and discouraged--where was all this hard work lead-
ing to, what was being accomplished, and how could we cope with the 
future? The divergence between the approaches advocated in supervision 
was also becoming more apparent, and was brought out in the open after 
having been shelved for some time, as portrayed in the following dia·· 
logue: 
Dr. D.: 
Miss N.: 
Dr. D.: 
Naturally her thoughts return to someone more meaningful 
as she is threatened by the loss of her therapists. The 
set-up is very artificial--relying on therapists and hos-
pitals can never be a solution. Therapy is no substitute 
for home and family. It is important that she be able to 
work out some solution to living--marriage--work--school. 
I think there is some danger though if we stress home too 
much--she will think we are trying to get rid of her. 
That's right we do. But not because we want to get rid 
of her, but helping her to face the fact that we are not 
available to her. Now is the time to start terminating. 
Her problem seems to be the hospital and the therapists--
getting embroiled with her feelings, a part of which in-
cludes handling her feelings, certainly. But we must 
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Miss N.: 
Dr. D.: 
Miss N.: 
Dr. D.: 
Miss N.: 
Dr. D.: 
Miss N.: 
Dr. D.: 
Miss N.: 
deal with this realistically. It is not all her life. 
Yes, I agree, but I think that she is getting into the 
position of really being ready to work with--in the sense 
that her feelings are more direct. 
Yes, I agree, but we must help her to come to grips with 
life outside. Otherwise there is an element of unreality 
in the therapy setting--too much compartmentalization; 
it is too limited; and it doesn't help her ego focus on 
what is really the issue. The issue is what is she 
going to do out in real life--therapy is only an auxiliary 
It is not real life itself. 
I think that leaving home has never been any more real to 
her than it is right now. That is why I think this 
should be done now--help her relive some of her past, the 
eventual aspects of it, where she is bringing up so much 
of the past. 
Why can't one be done in the context of the other? This 
is not to minimize the great value that therapy has been 
to her, or to dismiss it as not being important, but we 
must look at some of the limitations of what this patient 
is going to accomplish in therapy. She is a borderline 
psychotic person with real ego handicaps. She needs a 
great deal of ego assistance in handling ~eality issues--
therapy needs to assist her with this and include it in 
its scope. 
I agree. 
To the degree to which therapy is effective she begins to 
look more to real life situations. However, there is a 
limit to how much this is going to happen . . . this is 
too gratifying--this is part of her pathology, for any 
borderline person, in that they tend to cling so strongly 
to what they have. No matter how much they try to tear 
themselves away, they can't, they need help. 
I agree. 
The disagreement is where do we set up more long-term 
goals, including what she can do now, outside of therapy:· 
to guide herself to make some kind of decision. 
We can do that by dealing more directly with what she 
presents, for example, 'When I get mad I go out and carry 
on with a man.' This can be dealt with as she begins to 
see what she is doing; see what she did when she left 
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Dr. J.: 
Miss N.: 
Dr. D.: 
Miss N.: 
home; and is this the way she wants to live? This is 
going to be a matter of her own choosing, but I think to 
the degree that it is being relived and re-experienced, 
and is now out in the open without disguise, she can take 
an active part in dealing with it--her whole bitter fail-
ure of her past. 
And at what point would you bring in the facts of her 
life plans for the future, the limitations of therapy, 
and how long it is going to last? 
The whole bitter failure in her life--this limitation is 
conveyed to her by beginning to see this. One thing we 
never got to is this whole business of being special to 
the family but never being special after she left home. 
She has never forgiven them for this. They failed her. 
I think this failure is associated with this kind of 
fantasy that she has always talked about, that she has to 
be in order to get along with people. (The patient is 
currently bringing up more material about being appreci-
ated for her talents, but not for her relationships with 
her peers.) As we get more of this kind of material we 
can get to her prolonged temper tantrums, and she can get 
to see that no one is going to do for her what she ex-
pects. Therapy is as limited as her parents were, and I 
think she is now getting closer to that, 
This is the therapeutic task, but I don't see how this 
parallels with what you think nursing therapy can do? 
This is the task of therapy under the best of circum-
stances .... It is not facing what this patient can do 
in a limited time period, by that means, and what the 
limitations of this patient's ego is for coping with the 
reality situation in the meantime. This is one of the 
reasons why you cannot use insight therapy with a border-
line patient in the way you do with a neurotic patient. 
You are not talking of a therapeutic task designed to get 
the patient out of the hospital and back on her feet. 
This is the ego area in which she needs so much assistance 
I don't think this is minimizing its value, but dealing 
with the limitations that this has for this patient, and 
how limited she is in coping with life experiences, while 
she is going through this. 
This is her reality in life--it is her reality in life's 
experience--when she gets mad at her therapists she acts 
out by going out with a man. This is her life--she says 
it is. 
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Dr. D.: 
Miss N.: 
Dr. D.: 
Miss N.: 
Dr. D.: 
Miss N.: 
Dr. D.: 
Miss N.: 
Dr. D.: 
No, that's her life in terms of her therapists. This can 
go on forever, but it goes on in a vacuum as far as her 
real life is concerned. 
I think she is reliving what went on at home--revenging 
her mother. 
D§> you see how limited this is? You are dealing with only 
part of her ego--only dealing with that part of her which 
is involved with her therapists. Our responsibility 
at this point is the rest of her life. 
How do you get to that? 
By helping her with reality testing in it, and not par·· 
ticipating in her avoidance of this--which she is doing 
to a degree. This patient is not adapted to this type of 
therapy. It is too constricted--need to bring up more of 
the positive aspects of going home. 
I think she won't get to that point until she begins to 
look at what she is doing to her therapists and what she 
has done to her'parents. 
The trouble is that you are seeing this as an insight 
therapy task. If we focus on the revenge, the other 
aspect of her personality never gets dealt with. 
I think it would come out in the end. 
This patient is not suitable for that type of therapy. 
Both Dr. J. and I were relatively inactive throughout the dis-
cussion. Dr. J. occasionally supported Dr. D., but I was very neutral. 
Following this conference, I became increasingly withdrawn in my supe:r-
visory sessions, occasionally stating that I felt Marie would do better 
if we stressed the more positive aspects of her life, rather than in-
vestigating her reactions to the situation. Miss N. 's response was 
that she could not understand this approach, and I was unable to clar-
ify it in a satisfactory manner. Consequently, when Miss N. attempted 
to discuss this, I changed the subject. In retrospect, it seems that I 
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felt torn between Dr. D. and Miss N. regarding the appropriate approach 
but afraid to discuss it, very much as Marie felt torn between Dr. J. 
and me. 
Following this, Marie seemed very well. She started a new job. 
In therapy she was beginning to bring up more positive feelings toward 
both her parents and her therapists, as well as some anger because her 
wishes were not being fulfilled. There was another brief upset after 
Dr. J. announced his plans to terminate in two months. (This announce-
ment was made during the forty-fourth week.) Marie's immediate re-
sponse seemed very appropriate. She cried a little bit and then de-
scribed herself as feeling very raw and very depressed. In her nurs-
ing therapy session she brought up Dr. J. 's termination, then stated 
very spontaneously, "Why did my parents have to have another baby?" 
She appeared very astonished by this remark, stating that she had never 
realized how she really felt about this--how hurt and lonely she had 
felt as a result, feeling that her parents no longer cared. Marie 
sobbed throughout the remainder of the hour. 
' 
The following day, Marie had another very intense tantrum-like 
episode (the last one she had in the nursing therapy sessions); and 
the following weekend she had sexual intercourse with the sociologist. 
Her reactions to this were quite different in her sessions with Dr. J. 
and me. In Dr. J. 's session she treated this as a very normal, pleas-
ureable incident in which a man and a woman make love and end up having 
intercourse. In contrast, with me she stated, "It made me feel like a 
brat. I was angry with everyone and I just wanted to show them," as 
she had shown her husband when he left her and as she had shown her 
parents when her younger siblings were born. She wanted to show them 
that she did not need them, and associated this with Dr. J. 's termina-
tion. In a sense, it appeared as though she was showing Dr. J. that 
she could have a good time in spite of him. 
During the following three weeks, until I left on vacation, 
Marie appeared to do very well. The team met for the last time during 
the forty-sixth week, and everything went very amiably. I opened the 
conference by telling Dr. D. that I had attempted to follow his recom-
mendations of directing the patient's thoughts more to what was going 
on as far as her real life was concerned, and the patient was respond-
ing very well. (Miss N. was absent.) I went on to report that Marie 
was expressing a great deal of satisfaction with her work situation--
never realizing how much it had meant to her--and she was bringing up 
related incidents that had occurred at home. Everybody seemed pleased 
with the progress she was making. 
During the week prior to my vacation, Marie appeared very sub-
dued. She expressed some anger toward both Dr. J. and me, stating, 
"First you keep me, then you leave me--but it isn't nice to be angry." 
Her behavior was well controlled but she appeared rather discouraged 
and generally avoided discussion about the coming separations. She 
made a few attempts to break off with the sociologist, but ended up 
going out with him nightly. She was fifty minutes late for her last 
session with me, prior to my departure, and stated that the month 
looked very long and bleak. She appeared very depressed and hesitant 
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to leave at the end of the session. I also felt very hesitant to 
leave her, particularly in view of what had happened during my last 
vacation, as well as the current separations facing her in relation. to 
her personal life and in relation to Dr. J. 's termination. 
The following four weeks, during which I was on vacation, were 
very turbulent for Marie. During the first weekend, Marie became very 
upset at the halfway house and had to be rehospitalized overnight. Two 
days later she had to be rehospitalized again. This time Dr. J. had 
her transferred immediately to the state hospital. He did not believe 
it was realistic to keep admitting her to the same hospital. He 
stated, "If she were readmitted to this hospital, she would revert 
exactly as she has in the past, as an escape in really dealing with 
her reality problem." He considered sending her to a regular state 
hospital, as a means of helping her face reality, on the premise that 
Marie was able to pull herself toggther and was not as ill as she ap·-
peared to be. This premise appeared correct in that Marie conducted 
herself very appropriately at the state hospital and was discharged 
in ten days. 
Marie returned to her job and maintained herself at a marginal 
level during the following two weeks. Her recollection of this period 
was somewhat vague. She reported that she had written "hundreds of 
pages" to me, but had been unable to complete a letter. She had three 
appointments with Dr. J., but had been unable to talk coherently with 
him. She was informed that her husband had left the State to obtain a 
divorce and she was unable to contact him. The agency which had taken 
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over the care of her child informed her that the child would become a 
ward of the state unless she could make some definite arrangements for 
him. She contacted her mother but could not recall what had transpired. 
Marie describes herself during this period as experiencing an 
overwhelming sense of loneliness and despair accompanied by a tremen-
dous turmoil, in which she started roaming the streets in a dissociated 
manner, finally starting to scream in order to release the tremendous 
tension which she felt within herself. The police picked her up and 
called Dr. J. at the precise moment that she was to have an appointment 
with him. He recommended that she be returned to the state hospital. 
Marie appeared to have progressed favorably during the greater 
part of this period, and there is some evidence that when Marie was 
confronted with a series of crisis situations (losses·, or threat of 
loss) of manageable size and they were handled appropriately, there 
was an increasing ability to cope with these situations (Caplan, 1961). 
Her behavior became somewhat less chaotic, and the disturbance was lE!SS 
intense and of a shorter duration with each successive crisis--the an-
nouncement of reducing the sessions, the implementation of this act, 
and the announcement of termination. The handling of these situations 
involved support, investigation of the reality details, and recall of 
earlier situations symbolically related. However, when Marie was con-
fronted by a series of crises in a very limited period of time, in the 
absence of the nurse therapist, who at this point was the person in her 
immediate environment to whom she seemed to be most intimately linked 
for need satisfaction, she reverted to earlier modes of behavior, de-
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signed to protect herself against that which is too painful to bear, 
and finally regressed to a psychotic-like state (Semrad, 1961). It 
was felt that Marie was exposed to an overdose of crisis situations 
with inadequate support. 
The team conflict during this period seemed to be more on the 
supervisory level, between Dr. D. and Miss N., rather than between 
Dr. J. and me. Dr. D. favored a supportive role on the basis of the 
patient's potential, the time involved, and the limitations of therapy. 
Miss N. favored a more investigative type of therapy, reasoning that 
until this patient resolved some of her underlying problems she would 
continuously be subject to periods of inner turmoil in which she would 
be incapable of coping with any stress situation or even everyday prob-
lems. 
I felt torn between these two approaches, but tended to favor 
the approach advocated by Dr. D. as being the more appropriate approach 
reasoning that one could be done in the context of the other. In 
retrospect, I feel that this approach also called for less personal in-
volvement and was therefore less anxiety-producing. The supportive 
role was more conforming with the traditional role of the nurse in 
which she sees herself as a comforting sort of person, while the clin-
ically investigative role frequently results in considerable anxiety 
and regression on the part of the patient. While the latter is per-
formed in the service of more effective long-term goals, it may never-
theless produce considerable anxiety both for the patient and the 
therapist. Furthermore, to oppose Dr. D. would tend to prolong the 
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conflict between Dr. J. and me, and I had long since become weary of 
the conflict. Besides, I felt there was increasing evidence that his 
approach was the most appropriate. Consequently, I tended to withdraw 
from Miss N. in my supervisory sessions, since I did not feel able to 
defend myself, or the approach advocated by Dr. D. 
Dr. J. tended to withdraw from the situation, first by cutting 
down his sessions and then terminating. He later stated that he felt 
the resentment had become too intense before an effort was made to re-
solve the situation and both needed a "little breather" to look at it 
from a greater distance and gain a better perspective of the total sit-
uation. The tendency of the two therapists to withdraw from_ a situa-
tion that had been very painful to both is understandable. However, 
it is questionable to what degree either of the therapists viewed their 
actions as withdrawal from the conflict at the time. 
trends: 
The material presented in this section suggests the following 
(1) This phase of the conflict was characterized by a growing 
agreement to disagree, involving less of a struggle and 
more of a mutual agreement, with increasing clarification 
of the differing goals--a stage of dissolution. 
(2) Triangular involvements may be going on simultaneously in 
the team at various levels--the consultant, the supervisor, 
and the trainee; or the resident, the nurse, and the patient. 
(3) Crisis situations kept at a manageable size and appropri-
ately handled can be a valuable learning experience and an 
important step in personality development for the patient. 
(4) Decreasing confusion between the two therapists engaged in 
co-therapy appears to be accompanied by decreased con-
fusion in the patient's behavior. 
220 
C. Third Period 
1. Stage of direct opposition (weeks 51-56 inclusive). 
During this period Dr. J. and I took directly opposing stands. After 
Dr. J. relinquished all responsibility for Marie, I took over major 
therapeutic responsibility for her and developed a new therapeutic 
regimen, with a physician acting as the administrator. This was a 
rather turbulent period for both Marie and me. It was turbulent for 
Marie in that she was attempting to re-establish her equilibrium after 
a series of very critical events both in her personal life and in the 
therapy setting. It was turbulent for me in that I was confronted 
with a serious threat of losing Marie as a patient, which required con-
siderable manipulation of the environment, and the establishment of a 
new regimen in therapy, a relatively new role and responsibility for a 
nurse. 
Marie's behavior was very bizarre following her admission to the 
state hospital. According to the ward personnel, she continued to 
scream a great deal in an incoherent manner; she was denuditive; and 
she was assaultive to personnel. The hospital immediately began to 
implement plans to have her transferred to another hospital (a transfer 
point for out-of-state patients). Since Marie had not been a resident 
of this state for thirteen years (a legal requirement of the state), 
she was not eligible for care unless someone was willing to assume 
therapeutic responsibility for her. Marie called Dr. J. and asked him 
to intervene, but he refused to take any action. 
Upon my return in the fifty-second week, Dr. J. gave me a de-
221 
tailed report of the events that had transpired during my absence. He 
was confident that Marie would reconstitute herself in ten days, and 
since he felt there was no danger of the transfer being put into ef-
feet before that time, he did not feel there was any reason for concer~ 
Following this conference, I resumed therapy with Marie after a 
four-week absence. Marie appeared very sad, distracted, and confused 
when she saw me. She stated that she had not known whether I would 
really return and then proceeded to tell me how difficult things haC'. 
been for her while I was gone. I was supportive of her, letting her 
know that I appreciated the tremendous difficulties she had undergone 
while I was absent, and I questioned in detail what had happened during 
this period. I also reassured her that I was willing to help her work 
out the situation. Marie was able to express considerable feelings 
about my vacation, as portrayed in the following dialogue: 
Marie: 
Miss G.: 
Marie: 
(In a very intense, slow, and deliberate manner) 
I feel terrible and it all dates back to your leaving. I 
felt hurt and angry. It felt like a knife stuck in my 
guts. I never felt so low and no good in my life ... I 
sank to ~he very depth of despair. I felt so desperate 
and lonely. It was more than I could bear ... I started 
to act crazy. I was unable to control myself ... I 
didn't want to control myself. I was overcome by a tre-
mendous feeling of rage toward both you and my parents 
for leaving me. My anger was single-minded--like a one-
eyed cyclops--a big ball of fire in my guts. I was angry 
because I could not control you. It was more than I could 
tolerate. 
This was probably a mistake. Perhaps I was expecting 
more from you than you could tolerate, and I did not give 
you an opportunity to tell me what you thought you could 
handle. 
I feel like you are my mother--! know this is not so, but 
I feel that way. I feel like there are two people who 
have made an error and there is a rocky path between that 
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Miss G.: 
Marie: 
Miss G.: 
Marie: 
I must learn to walk. 
I think this can be worked out, but we must work together. 
That makes me mad. It makes me feel like you are placing 
a burden on my shoulders. 
Yes, you have some responsibility. We have to work to-
gether. I cannot do it alone and you cannot do it alone. 
That makes me feel better. 
It was felt that a truce had been made in which I had acknowl-
edged possible error on my part as well as my willingness to work this 
out and in which I pointed out my expectations of Marie. Marie seemed 
to express her acceptance. 
Marie continued to express herself freely during the following 
two days and appeared to be doing well. On the third day Marie an-
nounced that she was to be transferred in two days. She expressed very 
mixed feelings about this transfer--to go along with it meant to commit 
emotional suicide, while to counteract it meant fighting for her life. 
She was undecided about what she wanted to do and she was equally am-
bivalent about therapy. 
Marie: 
Miss G.: 
Marie: 
I have much more insight but I don't know 
I feel much more than I ever felt before. 
so much in my life as I did when you left 
so much that I had myself hospitalized. 
if this is good. 
I never hurt 
me . . . I hurt 
It is better to ask for hospitalization than to cut your 
wrists. It is a step forward. 
I am glad you think so, because in a way I have learned a 
lot. It has been very hard, but it wasn't all bad. I 
don't think I will ever try to hurt myself again, physi-
cally. 
Following this, Marie stated that she really did not wish to be trans-
£erred. It was felt that Marie was gaining emotional insight along 
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with intellectual insight, by actually experiencing the situation, 
which, according to Stanton (1961), is essential for reconstruction of 
personality. It was also felt that my acknowledgment of her endeavor 
and her progress was being supportive and this enabled Marie to make 
another positive decision. 
At this point, I felt very strongly that if Marie were to be 
transferred without an opportunity to work out the crises she had so 
recently undergone, she would revert to a psychosis. Therefore, I did 
not hesitate to use every possible avenue for obtaining either a post-
ponement or cancellation of the transfer. 
I had made several attempts to contact the ward administrator 
since my return, and following Marie's announcement I made several more 
attempts to call him, but he failed to return the calls. Unsuccessful 
attempts were also made to contact other administrative personnel at 
the state hospital. Dr. J. was also contacted and he was very adama1~t 
about his refusal to take any action. Finally, in desperation, I 
called the State Department of Mental Health. I identified myself and 
informed them of my predicament, stating that I had worked with the 
patient for two years and that during my absence she had been hospital-
ized; that I felt it would be climactic for the p~tient to be trans-
ferred before I had an opportunity to work this out with her. The De-
partment stated that they would take this into consideration and let me 
know their decision. Following this, I contacted Miss N., who referred 
me to Dr. A. He listened to my predicament and immediately contacted 
the state hospital, recommending that the transfer be postponed. They 
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complied immediately. In the meantime, the State Department of Health 
also ordered a forty-day postponement of transfer. The above is an 
illustration of the manner in which top personnel, if confronted with 
the issues, will support the trainee if the demand seems reasonable 
and handle the situation much more effectively than the trainee. 
I discussed the above situation with Dr. J., who again ques-
tioned my intervention on the grounds that this patient needed to face 
reality. In a further discussion of the conflict situation, we reached 
a consensus that Dr. J. felt I was being overly protective in relation 
to the patient, though not intentionally so; and I felt Dr. J. was 
being punitive toward the patient, though again not intentionally. 
According to the findings of Stanton and Schwartz (1954), this oppos.i-
tion of principles is frequently noted as a part of the normal sequence 
in the resolution of conflict. 
The above transaction regarding the postponement of transfer 
I 
took two days to complete, and in the meantime Marie became increas-
ingly confused and chaotic in her therapy sessions, with some evidence 
of delusion. Marie's speech became very abrupt and staccato-like, but 
there was no further evidence of her former tantrum-like behavior. 
Marie also had a letter from her mother, informing her that she was 
coming to see her and planning to take her son home with her. Marie's 
response to this was a symbolic enactment of "Hansel and Gretel" in 
which her mother played the role of the witch, and she and her son were 
Hansel and Gretel. I felt this material was further evidence of the 
inevitability of Marie's psychosis if she were to be transferred out of 
state. 
When I informed Marie that I had successfully intervened in re-
lation to her transfer, she expressed a great deal of mixed relief and 
warned me of the tremendous wrath underlying her confusion and the 
tremendous amount of work that remained to be done. She stated: 
I don't know how you are involved in all this. I know you were 
involved when I cut my wrists ... I don't know just how. But 
don't let that fool you. I did not think my father was involved 
either when I had my first breakdown, but he was very much in-
volved. It is all neatly tucked away in my unconscious. 
My early contact with the ward administrator was rather tenuous. 
I had my first contact with him during the fifty-third week following 
the postponement of Marie's transfer. At this point he expressed con-
siderable resentment toward Dr. J. and MMHC. He accused them of 
getting fed up with the patient when she didn't make favorable 
progress, and then getting rid of her via the state hospital, 
expecting them to do something for her. To attempt to do some-
thing for a patient after MMHC had failed was foolhardy; they 
could not begin to compete with them. 
He then questioned me about my relationship with Dr. J. I was very 
cautious in my reply, not knowing to what degree he associated me with 
MMHC and how much his anger was directed toward me. I stated that I 
had some conflict with Dr. J. in relation to the appropriate thera-
peutic approach toward the patient, and that I could not understand the 
basis on which the patient was transferred from MMHC to the state hos-
pital either. I suggested that he discuss this with Dr. J. 
He stated that he felt we could work together, but he requested 
that I reduce my sessions to three times a week, since he felt the pa-
tient was getting too much therapy. I agreeq to reduce my sessions, 
since I had planned to do so shortly, and at this point I felt very 
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uncertain of the relationship between the doctor and myself, and 
thought it would be unwise to oppose him unnecessarily. Having him 
make the decision also relieved me of that responsibility, and would 
make it easier for me to handle it with the patient. He also suggested 
a general conference to discuss the situation, and weekly meetings so 
that we could work together more closely. I was very relieved by the 
outcome of the meeting and informed him that I realized I had not gone 
through the regular administrative channels to have the patient's trans-
fer postponed, acknowledging that this could cause some embarrassment. 
In retrospect, it appears that both the ward administrator and I were 
aligning ourselves against Dr. J. at this time, and this is what bound 
us together in our early relationship. 
Marie, during this week, expressed considerable resentment to-
ward the three significant men in her life who she felt had rejected 
her--her husband, her father, and Dr. J.--and keen disappointment in me 
because I had failed her in that I had not helped her retain them. 
From here she reverted to her feelings of inadequacy as a woman and her 
apprehensions about her mother's forthcoming visit. She was afraid of 
her competitiveness and her rage and that she would be alternately 
fascinated and repelled by her mother and unable to control her feel-
ings. I encouraged Marie to express her feelings, on the basis that a 
greater awareness of her feelings would enable her to control herself 
better. 
Except for one flare-up, which occurred when her mother first 
brought up the subject of assuming legal responsibility for Marie's 
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and when I assured her that I would not rape her, this was not my pur-
pose in coming to see her, she cried, "If you don't want to rape me, 
leave me alone," and she left the room panic-stricken. The following 
three days I saw Marie on the ward as she seemed able to tolerate my 
presence. At this time, Marie would intermittently beg me to leave 
her alone, or tell me to "Shut up, and get out of here." 
After three days, Marie was again able to see me in the office, 
but she became very nauseated and talked in a very bizarre manner of 
the supernatural, stating that "she was not responsible for her feel-
ings ~ . it was dangerous to love the doctor and it was dangerous to 
love a woman . . . homosexual feelings were wrong and she could not 
indulge in incest." She felt her mother was exceedingly evil for en-
joying sex and having babies, and she had fantasies of her father 
coming to rescue her to forbid her sexual activities. I assured Marie 
that these feelings were very natural and that it was all right for 
her to have them, we all had them. 
Finally, during the sixty-fourth week, Marie condensed all he:r 
rage into a thirty-minute tirade in a most vehement manner, stating 
that she disliked everything about me. After this tirade, Marie be-
came somewhat subdued, fearing she was poison and that she would de-
stroy me. She again begged me to leave her before it was too late. 
I assured Marie that her anger would not destroy me, and she relaxed 
somewhat. The next day she was amazed to see me because she felt cer-
tain that she "had blown me off the face of the earth." 
After this violent outburst, Marie appeared much better on the 
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ward and was gradually taken off restrictions. But on her first out-
ing to the theatre with a group, Marie became very disturbed, experi-
encing strong feelings of inferiority to the other women and strong 
sexual feelings toward "the most degenerate man" in the group. She 
felt unable to control her feelings and began to sob, disrupting the 
entire group, so that they had to leave the theatre. Marie became 
quite angry with me for letting her go out before she was ready, feel-
ing that she had lost all her defenses and was not ready for such 
activities. I told Marie that her reaction was a step forward, that 
she had not acted on impulse, but that she had become aware of her 
feelings and asked for help by getting upset before she got herself in-
volved. I further encouraged Marie to talk things over either with me 
or the staff if she did not feel ready for the freedom that was granted 
her. 
Throughout this period the ward administrator and the nursing 
staff were most supportive and actively participated in the care of the 
patient. The ward administrator discussed the amount of restrictions 
needed by Marie and acted in accordance. The nursing staff expressed 
some anxiety about the rapidity with which Marie regressed and when it 
was explained to them, they were most helpful in dealing with the pa-
tient, especially during her most difficult period. There was a change 
in ward administrators during the sixtieth week, and this tended to 
intensify Marie's reaction. Fortunately, the new administrator seemed 
to take over where the old one left off, and he continued to discuss 
Marie's progress with me regularly. I also met regularly with the 
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nursing staff. 
Marie continued to do relatively well for the next two weeks. 
In her therapy sessions she talked of her confused feelings toward her 
parents, her mother in particular. She questioned, "Why did my 
parents have more babies if they loved me as they said they did? Why 
wasn't I enough?" and stated, "All I ever wanted is what any daughter 
wants. I wanted to let them know that I still like them, and I still 
wanted to belong." Then Marie talked of the tremendous anger she had 
experienced toward her mother during her first breakdown and her fear 
that her mother would reject her if she knew how angry she had really 
been. At the end of the session, Marie said, "There, now, I've finally 
said it, and it feels so good." 
For the first time, Marie expressed anger toward me for having 
cut down her sessions twelve weeks earlier, and again threatened to 
become sexually involved. However, when the sociologist paid her 
another visit, she was able to think things over and tell him that she 
did not wish to continue the relationship. This was seen as an indi-
cation of considerable increase in ego strength, and that Marie was 
beginning to internalize the controls we had imposed on her. 
However, when I announced plans to be absent on Christmas Day, 
Marie began to get upset and expressed considerable anger toward me 
for arousing feelings of loneliness. During the following five weeks, 
Marie's behavior once more became very disturbed and delusional, de-
scribing her feelings toward my absence as being very torturous and 
intolerable. She related fantastic visual disturbances, followed by 
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garrulous behavior designed to show bo~h the ward and me that she di.d 
not actually need me, but she "knew in her heart" that she was really 
crying for me. She feared that if she ever gave vent to her feelings, 
I would leave her for good. This was confirmed in her mind by the fact 
that the patients on the ward could not tolerate the music she played 
on the piano when she thought of me--it was so intense. However, Marie 
did not resort to the intense expression of anger which she had ex-
hibited before Christmas, nor did she become assaultive. She did fre-
quently become very caustic in her remarks, became very anxious, and 
then told me this was only h~lf the story--the other half felt quite 
differently toward me. 
Finally, during the seventy-second week, Marie was able to ex·-
press her desire to have me as a constant companion, and talked of the 
intense sexual fee~ings she experienced toward me without acting in a 
bizarre and confused manner. Following this, Marie's behavior was 
much more subdued and she was taken off restrictions. Her behavior on 
the ward was improving markedly and she began to socialize much more 
freely with patients and personnel. Still, in her sessions with me 
she was quite anxious and frequently had to leave the room. 
It was felt that Marie's regressive periods revolved around the 
tremendous feelings she experienced toward me and other significant 
persons in her environment, especially her mother. The first period of 
regression revolved primarily around the tremendous rage she felt to-
ward her mother and me, and the subsequent fear of rejection, while the 
second period of regression revolved more around her feelings of affec-
tion, which were fused with her sexual feelings, toward her mother and 
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me. Once Marie was able to re-experience these feelings in her rela-
tionship with me without being rejected, she was gradually able to be 
more accepting of them. 
It was also felt that these regressive periods were induced by 
placing Marie on restrictions so that she could no longer revert to 
her old defensive maneuvers to protect herself against her own feelings. 
Once these feelings were out in the open, without disguise, she no 
longer had the need for her old d~fensive measures, and her promiscuous 
behavior ceased to be a problem to her. 
The material presented in this section is suggestive of the 
following trends: 
(1) This phase of the conflict was characterized by its in-
activity. No effort was made to do any further investiga-
tion or seek further resolution of the problem. It was a 
stage of dormancy. 
(2) Regressive periods may be induced by placing a patient on 
restrictions and thus limiting her opportunities for 
utilizing former defensive maneuvers, and confronting her 
with the feelings again~which she was defend~ng herself. 
(3) Regressive periods may be utilized in the service of thera·-
peutic progress, if the patient is given support in express-
ing the intensity of her feelings. When these feelings are 
out in the open and there is no longer a need to disguise 
them, the patient relinquishes her former defensive 
maneuvers. 
3. Stage of inner resolution (weeks 73-77 inclusive). Through·· 
out this period, I was in the act of studying the transcribed tapes on 
the conflict with Dr. J., and in the process I was able to gain greater 
understanding and awareness of my own participation in the conflict. 
Simultaneously, Marie began to talk more freely of Dr. J., and eventu-
ally we were able to discuss the conflict. 
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At this time, Marie began to talk in a much more detailed manner 
about how she had felt rejected by her family--her father wanted a boy 
when she was born and threatened to have her sent back to the hospital; 
her mother got tired of her and went to work when Marie was two years 
old; and her brother rolled her doll carriage into the street and had 
it demolished when she was just a little girl. Furthermore, after her 
brother was bora, her mother started singing her lullabies to her 
brother, while she cried her heart out in the cold, unable to let her 
mother know how lonely and neglected she felt and how much she longed 
to be cuddled and loved like her brother. 
During this period Marie also began to talk of her termination 
of theraRY with Dr. J. While Marie had frequently mentioned this be-
fore, any attempt on my part to investigate this seemed fruitless. At 
first, Marie talked of her tremendous desire to unburden herself to 
Dr. J. when I left on my vacation. 
Marie: 
Miss G.: 
Marie: 
Miss G.: 
Marie: 
It was an uncontrollable feeling. I just wanted to 
scream. I tried to tell him how I felt, but I was 
afraid he would not be sympathetic. He would just send 
me to the state hospital ~~ he felt I was not utilizing 
the hospital or therapy . • • I was doing the best I 
could. I had trouble socializing and I was trying to 
overcome it .... Did you think I was misusing the 
hospital? 
Dr. J. and I did not agree about this. 
I felt this and it was confusing. I felt terrible 
I was playing one against the other . . . I wanted to 
keep each in a separate compartment. I felt ashamed to 
let Dr. J. know how much I cared about you. 
Afraid he might not approve? 
Yes. 
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Miss G.: 
Marie: 
Miss G.: 
Marie: 
Miss G.: 
Marie: 
A little bit like letting father know how much you care 
about mother? 
Yes, and I couldn't let you know either how much I cared 
about you. I thought you would leave. (Becoming very 
sleepy) 
What were we talking about when you got so sleepy? 
Miss G. I was born between the two signs of the zodiac, 
the scorpian and the balance. I was torn between the t'im 
of them. 
You felt torn between your father and your mother? 
Yes, I did not feel I could care for the two of them at 
the same time. I could not let either know how much I 
cared about the other .... It is all so confusing. 
The following day Marie again brought up Dr. J. and ran out of 
the room, as she became exceedingly anxious. When she returned I asked 
her what had been so frightening. 
Marie: 
Miss G.: 
Marie: 
Miss G.: 
Marie: 
Miss G.: 
Marie: 
I can't talk about it. I told you all I know. I don't 
know what my feelings are. 
Would you like to know? 
Yes, but I need help, I cannot do it alone. Dr. J. 
taught me principles to live by, but you made me feel 
better--you made me feel like myself. You made me feel 
more comfortable. But I felt torn between you--one side 
was the doctor and one side was the nurse. My right 
hand is the doctor and it is the strongest; my left side 
is you and it is the weakest. But the two sides are 
divided. So when I cut my wrists my right hand cut 
deeper than my left hand .... My mother was warm and 
understanding. My father was more concerned about prin-
ciples. He did not care about me as a daughter. What 
are your intimate feelings toward Dr. J.? 
What do you think? 
I often wish you would marry him. 
And where would you fit into the picture? 
I would hope that you would still continue to see me 
professionally. 
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Miss G.: 
Marie: 
Miss G.: 
Marie: 
Is that what you were thinking? 
I was thinking it would be just like father, mother, and 
child, with MMHC as home. (Becoming very anxious) If you 
married, would you still continue to see me? 
Marriage wouldn't change my feelings toward you. 
I am so glad I asked. I was so frightened you would leave 
me. (Marie appeared very relaxed after this.) 
The following day Marie made some very derogatory remarks about 
her father, stating that he had taught her that the left hand must 
never know what the right hand is doing. She felt this was very de-
ceptive and you just couldn't live this way. She then started to look 
dreamy-eyed as she stated that she often dreamed of her father as a 
knight in shining armor, and talked of the flowers that she used to 
smell when they went out for their summer outings. Then she stated 
how frightened she was that her father would banish her because she 
was a whore, and she mentioned her uncle who became very angry with his 
mother because she did not treat him special, and he had died very 
young. Marie then became very anxious and left the room. When she re-
turned, she stated that she had become very frightened because she had 
made some very derogatory remarks about her father and she was fright·-
ened of what I would think if I really knew how much she cared about 
her father. 
Marie: 
Miss G.: 
Marie: 
(Very affectionately) I love my father like one bear 
loves another. 
(Laughing affectionately) Angry wishes don't kill. 
This makes me feel so much better. 
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The following day Marie talked about her ambivalent feelings 
toward mother and her fear of dying because she had wished to take her 
mother's place with father; she talked of how she felt she had died 
when she had her first nervous breakdown; and she described a catatonic-
like seizure. It is significant to note that a young patient had died 
on the ward very suddenly during the weekend prior to Marie's preoccu-
pation with death. Marie brought up the death at this time and stated 
that she feared she would be similarly punished for her angry wishes 
toward her parents and me. 
Miss G.: 
Marie: 
Miss G.: 
Marie: 
But you didn't die. Your wishes killed neither you nor 
your mother. 
I feel so relaxed, just warm all over .... This is the 
first time I ever felt that my mother really wanted me. 
It is good to know that anger does not kill and wishes 
aren't that potent. 
I feel so good I could just go to sleep, just snuggle up. 
(End of session) 
Following this session Marie went over to the piano and started 
to play her mother's favorite songs. The next day she ~old me she 
felt at peace within herself, that she could now listen to both Bach 
and ballads. They no longer were in conflict with each other. Her 
mother liked Bach and her father liked ballads; and she could now en-
joy both of them. 
At the end of the week Marie was transferred to the rehabilita-
tion building. This plan had been announced to Marie the week before 
and she reacted very appropriately to this move. She asked in great 
detail why she was being moved in preference to other patients, wonder-
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ing whether this meant she was hopeless. When she was assured other-
wise, she brought up the fantasy that if I had worked more closely 
with the doctor she would not have been transferred to the state hos-
pital. This was a reversion of her earlier fear that if two people 
got together she would be excluded. Marie's anxiety and confusion 
subsided very markedly at this point. 
A team conference was called at this time to discuss the prog-
ress made in the study of the conflict. I reported that one of my 
major problems during the conflict had been my fear of being elim-
inated if my therapeutic work with the patient was found to be lacking, 
and my fear of eliminating Dr. J. if my work was superior. Both fears 
had a very realistic base, since numerous threats had been made. I 
also reported how I had felt caught between Dr. D. and Miss N. and was 
literally torn between the two of them. I was fearful of opposing my 
supervisor and fearful of questioning medical authority. My position 
as a trainee in the team conflict was very similar to Marie's position 
in the therapy setting, which was also a facsimile of her situation at 
home. Whether the team conflict was an unwitting re-enactment of the 
patient's fantasies or a coincidental restructuring of the conflict in 
Marie's early childhood is debatable. There seems to be sufficient 
evidence, however, that Marie experienced it as a recapitulation of the 
conflict in the home; and only as I resolved my own inner conflict in 
relation to the team conflict could I be instrumental in helping Marie 
resolve her own "inner conflictual problem in relation to therapy and 
her parents. 
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trends: 
The material presented in this section suggests the following 
(1) This phase of the conflict was characterized by an investi-
gation of my own participation in the conflict, resulting 
in great self-awareness and a resolution of inner conflict: 
regarding the team conflict--a stage of inner resolution. 
(2) As the persons involved in the care of the patient undergo 
an inner resolution of conflict, the patient is stimulated 
to resolve her own inner conflictual problem. 
(3) The restructuring of conflict in the home through therapy, 
whether an unwitting re-enactment of the patient's fan-
tasies or pathology, or whether coincidental in nature, is 
experienced by the patient as a recapitulation of team con-
flict; and if appropriately handled, it can be an effective 
therapeutic tool. 
Postscript 
Marie was gainfully employed outside the hospital grounds during 
the following three months and appeared to do very well. During the 
next six months, however, Marie went through two regressive phases, 
each associated with a loss or threatened loss. Marie made what 
seemed to be a premature decision to leave the hospital when I an-
nounced plans to cut down my sessions. At this point, Marie lost her 
employment and went through a brief, psychotic-like state in which 
she appeared almost exuberant at times as she jumped over tables and 
chairs and danced around the room in ecstasy. During this period she 
expressed some anger on the ward, but generally appeared more affec-
tionate to patients and personnel alike (e.g., wiping food and phlegm 
off the faces of the mentally retarded, which was a complete reversal 
of her former behavior). 
In her therapy sessions, however, she became very demanding of 
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child, Marie conducted herself very appropriately during her mother's 
four-day visit. Her mother met together with Marie and me for one 
session. I hoped to gain greater insight into the mother-daughter re-
lationship and felt the interaction might be helpful. Her mother ex-
plained why she did not want to take Marie home with her as follows: 
We do not feel it would be good for you to live at home. I 
lived with my own mother for fourteen months after my marriage 
and I do not feel it is a good thing. Each woman needs her 
own home. The door will always be open to you, but we want 
you to have a place of your own. We are currently getting 
along very well at home and we do not want you to come in and 
upset things for the younger children. As soon as the doctors 
feel you are well, we will welcome you with open arms, but you 
will have to live separately. 
Marie very openly told her mother how she felt she (her mother) had 
failed her in relation to sex education, how ill-prepared she had felt 
to face life, and how lost she had felt at the age of fifteen when ~er 
younger b~otber and sisters had been born. Mother and daughter fondly 
embraced each other at this point and stated they had never felt this 
close to each other or been able to discuss these matters so freely. 
Following this, Marie expressed her willingness to have her mother as-
sume legal responsibility for her child. I felt that both expressed 
themselves more freely because of my presence, in that they were using 
me as a support. 
My impression was that Marie's mother was very attractive, very 
feminine, very capable, and very charming. Marie in contrast was very 
frightened and dependent in her relationship with her mother--very much 
like a little girl, but she was making a valiant struggle to act in a 
more mature manner. The interplay seemed very subtle. It was felt 
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that the relationship was much more intimate than Marie had admitted, 
currently they were more free to express this, and Marie needed a 
great deal of help in developing her independence. 
Numerous critical incidents occurred during the fifty-fourth 
week. Marie's mother left with Marie's son. The general conference 
was scheduled and postponed because of a hurricane. I also missed a 
session because of the hurricane. The ward administrator told Marie 
that I would be cutting down my sessions to three times a week, and he 
advised her against seeing Dr. J. again, stating that she had had too 
much therapy. (While the termination date had passed, Dr. J. had told 
Marie that he would see her again to terminate therapy, since she had 
missed the last three scheduled sessions because of her hospitaliza-
tion.) Marie also had a series of psychological tests during the week. 
Her initial reaction to these events was one of sadness and depression 
with suicidal feelings. Following this she appeared very dazed for 
the remainder of the week. During the weekend she had another sexual 
involvement with the sociologist. She later informed me that she had 
missed her menses for two months, fearing she was pregnant, and made 
plans to escape with the sociologist in two weeks time. It was felt 
that Marie again had an overwhelming number of critical incidents oc-
curring simultaneously, and she again reverted to her former defensive 
mechanisms. While the majority of these incidents were beyond the con-
trol of therapy, it is questioned to what degree Marie aroused admin-
istrative personnel to take precipitous actions when she herself was 
in a state of turmoil (e.g., the psychological tests and cutting down 
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the therapy sessions during a period when she was undergoing numerous 
other stress situations). 
During the fifty-fifth week, Marie seemed to be in a euphoric 
state. She was doing very well on the ward, painting numerous murals 
and portraits of the student nurses, playing the piano for other pa-
tients on the ward, taking a leading role in ward meetings, and gener-
ally participating very freely in ward activities. This was judged to 
be an abnormal reaction to the many separations she had so recently 
undergone (Lindemann, 1944). No attempt was made to, curb her activ-
ities, but she was encouraged to talk about her mother--her reactions 
toward her were extremely positive at this time. I had never seen 
Marie look as well as she did the day she went to see Dr. J. for her 
last therapy session. It is felt that Marie had again succeeded in 
confusing me about her real state of well-being, at least temporarily. 
The general conference was rescheduled for the fifty-sixth week. 
This meeting was deemed very crucial in relation to 
Marie, and I was exceedingly apprehensive about its 
future jlans for 
outcome, especially 
when Dr. J. refused to attend. Miss N., however, was present. The ward 
administrator began the meeting by giving a very caustic report on 
Marie and her sexual escapades and the manner in which she had been 
handled by MMHC. This was followed by several very sarcastic remarks 
about the hospital by the audience. I was then asked to give a brief 
report on my work with the patient. I proceeded to portray Marie as a 
person who had recently undergone a series of separations from very 
significant persons in her environment--her husband, her child, her 
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mother, and her psychiatrist, together with my vacation and the cutting 
down of my therapy sessions. There was no direct reference to the con-
flict between Dr. J. and me. I then stated how Marie in the past had 
always tended to defend herself against the pain of separation by 
sexual promiscuity and the pursuit of literary or artistic activities. 
This was followed by a discussion of the manner in which Marie (during 
her short stay in this hospital) had managed to get numerous persons 
interested in working with he!.~ the musical therapist, the occupa-
tional therapist, the ward administrator, etc., and had thus aroused 
considerable confusion. It was felt that Marie tended to manipulate 
the environment in this manner to her own detriment. At this point, I 
suggested that Marie be placed in a more structured setting, so:that 
she could have an opportunity to work out more realistically some of 
her grief reactions rather than act them out in a sexually destructive 
manner. The reaction of the conference group was very positive. The 
Director of Psychiatry stated that I was "getting exactly what I had 
asked for," and recommended that Marie be restricted to the ward, that 
I be her only therapist, and that I work very closely with the ward ad-
ministrator, so that the patient could not play one against the other, 
as she seemed so prone to do. He further suggested that Marie be asked 
to sign a voluntary commitment to assure her of continued hospitaliza-
tion. It was anticipated, by both the ward administrator and me, that 
Marie was regress very rapidly. 
My initial reaction to the meeting was one of mixed relief and 
confusion, since I felt that I was in a very awkward position. I was 
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amazed at the support I had received in the face of the hostility ex-
pressed toward MMHC--they seemed to be related in inverse proportions. 
In spite of this, I felt very gratified by the reaction of the group 
and very confident of the future. However, when I informed Dr. J. of 
the action taken, he stated that he feared very much that Marie had 
been "doomed to a life of chronicity--she would become so content in 
the hospital that she would never leave." This immediately raised some 
doubts in my mind as I began to experience the full impact of the re-· 
sponsibility I had assumed by becoming Marie's sole therapist and the 
ultimate significance that my recommendation might have for Marie. 
While I had a ward administrator and other personnel I could consult, 
I felt this new responsibility very keenly and spent considerable time 
discussing this in supervision. My apprehension was further aroused 
the following day when the ward administrator stated that ordinarily 
he would discharge a patient who acted as appropriately as Marie did. 
Later he informed me that he had considerable doubt about the wisdom 
of the planned therapeutic regimen, but accepted it on the recommenda-
tion of the Director of Psychiatry. 
Marie's immediate reaction to the restrictions was one of anger. 
However, when she realized that her tendency to act out seKually was 
one of the basic reasons for her restrictions and this was our way of 
helping her control herself, she expressed a marked sense of relief, 
stating that if that was the reason, then she would go along with it. 
Following this, she signed the voluntary commitment without further 
objection. 
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This period, as mentioned earlier, was a very tumultuous one for 
both the patient and me, in which both of us went through a series of 
very stressful situations and were able to make some definite decisions. 
In both instances there was agreement on the upper level--on the treat-
ment level there was agreement between the ward administrator and me 
and on the supervisory level there was agreement between Miss N. and 
the Director of Psychiatry. It was this agreement which enabled both 
of us to make a decision and pursue it. Dr. J. and I now took opposi.ng 
points of view which were clearly stated without the rancor which char-
acterized the earlier periods. Moreover, I was able to follow through 
on a more investigative approach advocated by Miss N. without the 
former pressures, leaving me freer to form my own point of view. 
It is significant to note that at this point an attempt was 
also made to protect the patient from opposing points of view by plac-
ing the therapeutic responsibilities in the hands of one person, 
thereby eliminating some of the earlier confusion; and the patient was 
also able to make some decisions. It is felt that Marie made her de-
cision to work in therapy during this period. (See pages 223-224.) 
trends: 
The material presented in this section suggests the following 
(1) This phase of the conflict was characterized by the tendency 
on the part of the two therapists to form opposing points of 
view, based on opposing principles--a period of opposition. 
(2) As the divisive factors are removed on administrative or 
supervisory levels, the trainee is better able to form a 
point of view and take a stand on that basis. 
(3) Simultaneously as the divisive factors were removed on the 
administrative level, they were also removed on the treat-
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ment level, enabling the patient to make a decision on 
her own. 
2. Stage of dormancy (weeks 56-72 inclusive). During this 
period, the conflict between Dr. J. and me was in a relatively dormant 
state. Marie went through two regressive phases, with a slight lull 
between the two phases. 
During the first two weeks, Marie and I were engaged in almost 
a constant struggle, regarding the restrictions. For example, Marie 
stated that she should be permitted to make her own decisions and that 
I had no right to restrict her. I replied that she had put herself in 
the position where she forced others to make decisions for her. Then 
Marie inquired about the enforcement of the rules and regulations and 
the possibility of breaking them, and I informed her that I expected 
her to assume some responsibility for her own restrictions. It was 
felt that Marie and I were simultaneously going through a struggle in 
relation to responsibility--Marie was struggling with the problem of 
assuming responsibility and making decisions in relation to her life, 
and I was struggling with the problem of assuming responsibility and 
making decisions in relation to my work--and until I resolved some of 
my own feelings about assuming responsibility, I was unable to help 
Marie. I had been very hesitant and fearful of assuming therapeutic 
responsibility for Marie; and after discussing this in my supervisory 
sessions, the haggling ceased in the therapy sessions. 
The sociologist remained very persistent in his efforts to see 
Marie. At the end of the first week, Marie used the restrictions as an 
excuse for not seeing him and asked the ward personnel to give him the 
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message. However, at the end of the second week, Marie was able to 
see the sociologist herself and tell him that she did not wish to see 
him. 
During the following six weeks, Marie regressed very rapidly, 
becoming increasingly anxious, angry, and confused. She described her-
self as "being nine feet tall and red all over . . • crude and angry . 
dirty and miserable . • . uncontrolled and spilling out all over 
angry because she wanted me to take over the controls, and angry 
because I would not do so • . • her back was breaking with guilt be-
cause of the tremendous rage she felt." I attempted to assure Marie 
that her anger would not hurt me, but she became increasingly fright·· 
ened of her feelings toward me. For example, one minute she told me 
she wanted to be ill, and the next minute she screamed, "You just want 
me to stay here forever . I want to stay forever . . . psychiatry 
stinks . . • it just makes you worse • . . just leave me alone . I 
don't want to hurt you." Again I attempted to reassure her that her 
feelings would not hurt me and that I would not leave her. Marie's 
feelings toward me, however, became increasingly ambivalent and sexual 
in nature. 
This behavior also became increasingly evident on the ward, where 
Marie became increasingly frightened of her homosexual feelings toward 
the other patients, and was assaultive toward a student nurse when she 
touched her on the buttocks, accusing her of attacking her sexually. 
Marie was placed in seclusion and, following this, she was unable to 
stay in the room with me, stating, "All you want to do is rape me," 
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my attention, expressing a tremendous and insatiable need to have me 
assume total responsibility for her well-being, simulating an early 
mother-child relationship. This aroused my own feelings of affection 
for her and both of us freely expressed our fondness for each other. 
However, 1 attempted to keep the situation oriented to the current 
reality by continuing to limit my sessions to one hour and not giving 
in to her demands, letting her know that I appreciated her desires but 
that their satisfaction would not be a solution to her problem. While 
Marie seemed to realize how unrealistic her desires were, she seemed 
unable to incorporate them in her actions--it seemed to be more of an 
intellectual awareness. 
This process aroused massive anxiety on the part of both Marie 
and me. Marie became fearful of reverting to this infantile state and 
felt very helpless in the process; while I had feelings of being 
trapped and unable to withhold my feelings. There followed a brief 
lull in which Marie showed evidence of marked improvement. 
The second regressive phase occurred when I cut down my ses-
sions to once a week. Following this, Marie went through a six-week 
period of very intensive grieving, in which she was constantly teary 
and wept copiously with the slightest provocation. There seemed to be 
a marked modulation of the earlier expressions of anger and affection, 
with an increasing awareness of her insatiable desires for affection 
and the accompanying rage she felt when these needs were unmet. There 
was also an increasing awareness of the myth of the magical fulfillment 
of her need to be this special person in order to gain the affection 
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and admiration of those she desired. Seemingly, there was an increas-
ing internalization of this awareness, and Marie became less demanding 
and more content. During this period Marie sought and maintained em-
ployment on the hospital premises. 
Currently she is gainfully employed outside the hospital, with 
plans to save enough money to return to her family and eventually as-
sume responsibility for her children. Following a recent five-week 
absence during which I was ill, Marie expressed an increasing desire 
for her children, in contrast to her former reactions to my absence, 
when she would experience a tremendous need for her mother and a desi.re 
to relinquish her children. While she became very irritable during 
this period, there was no evidence of any psychotic regression. 
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DISCUSSION 
Limitations 
The limitations of this study, which are discussed in the Intro-
duction and the Methodology, are: 
(1) The limitations of a single case study, which limits the 
conclusions that may be drawn from the study and applied to 
the general population or to mentally ill people. 
(2) The lack of adequate statistical measurements to determin1~ 
the degree of disturbed behavior observed and reported, in 
relation to both the ward and the patient. 
(3) Since this is an exploratory study, no predetermined method 
of observing or reporting behavior was established. This 
has its advantages as well as its disadvantages--it may 
lessen the probability of bias, but it is a less system-
atized method of collecting data and may therefore be less 
adequate. 
(4) The reliability of this study is dependent on the objectiv-
ity of the investigator's subjectivity, which is apt to be 
lessened due to the investigator's own emotional involvement 
in the situation. The failure to establish reliability, by 
appointing judges to review the data in accordance with the 
methodology, to either confirm or negate the findings as 
interpreted by the investigator, is considered a major lim-
itation of this study. 
Significant Trends 
No definite conclusions can be drawn from this study. However, 
certain trends were felt to be significant and worthy of further inves-
tigation. The conflict and its resolution appeared to fall into 
natural phases of rather distinctive patterns of behavior on the part 
of the participants, particularly the doctor and the nurse. The vari·· 
ous phases of the conflict and the most relevant patterns of behavior 
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noted during each of these phases may be summarized as follows: 
(1) Stage of avoidance--failure on the part of either partici-
pant to bring the agreement out into the open for discus·-
sion. 
(2) Stage of appeal to authority--the tendency on the part of 
the participants to make an appeal to the persons on the 
administrative level to negotiate a settlement when an 
impasse was reached. 
(3) Stage of nihilism--the tendency of the participants to make 
personal attacks on each other, accusing the other of being 
incompetent and vindictive, which apparently helps release 
the tensions of the two participants if expressed in a con-
trolled or helping atmosphere. 
(4) Stage of conceptualization--the tendency of the participants 
to become preoccupied with an attempt to seek clarification 
of the concepts of their respective roles and functions in 
relation to the patient in an apparent effort to gain a 
clearer picture of their own self-image and to help them re-
define their goals, after an agreement was reached to at-
tempt a resolution. 
(5) Stage of stabilization--the tendency of the participants to 
become involved in different modes of interaction in search 
of a more satisfactory approach to co-therapy when concept-
ualization failed to offer a satisfactory solution, with 
evidence of reaching a leveling-off process in which the 
wrangling subsided markedly. 
(6) Stage of dissolution--the tendency of the participants to 
become more accepting of their disagreement, accompanied by 
a gradual dissolution of the team, as the lack of agreement 
between the participants became increasingly evident. 
(7) Stage of direct opposition--the tendency of the participants 
to express their points of view in directly opposing prin-
ciples with an apparent acceptance of the disagreement, 
after the dissolution of the team. 
(8) Stage of dormancy--the tendency of the participants to be-
come relatively inactive in relation to the conflict--a 
"breather" or "cooling-off" period which afforded the par-
ticipants an opportunity to gain a clearer perspective of 
the total situation. 
(9) Stage of inner resolution--the tendency on the part of the 
participants to look within self for a greater understanding 
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of their own participation in the conflict and greater self-
awareness, through careful study and analysis of the process 
of the conflict, followed by an amiable discussion of the 
findings and freer interaction. 
The roles of the supervisor and the team consultant, and their 
disagreements, appear to have been a significant factor in the conflict. 
They appeared to represent two blocs of power--the medical and the 
nursing profession--each pulling in opposite directions. This tended 
to promote a tremendous conflict within the nurse therapist, who felt 
torn between the two factions and therefore seemed unable to resolve 
her conflict with the resident. Fear seemed to be a dominant factor. 
The above findings appear to be closely related to the total organiza-
tional structure of the institution. 
The patient's participation in the conflict appeared to be very 
significant, in that the conflict appeared to be a re-enactment of the 
patient's fantasies of the family constellation and its conflicts as 
she experienced them in her childhood. This process was interrupted 
with the help of the consultant, who pointed out the manner in which 
each became involved in the triangular relationship. However, as this 
was restructured, relived, and interrupted in the therapy setting, and 
as the nurse gained a clearer understanding of her own participation, 
she w$able to help the patient clarify her own participation in the 
conflict both at home and in the therapy setting and thus resolve her 
own inner conflict. Consequently, the patient's fear of being excluded 
when two significant persons in her environment got together was re-
versed and she gained the realization that only as these two people get 
together does she protect herself from being excluded. 
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The fallacy of the need "to simply talk it over" as a solution 
to conflict seemed apparent. As Dr. A. stated, "Basically these the-
oretical, conceptual, operational problems are basically p~ople prob-
lems," which require an understanding of individual and group involve-
ment, accompanied by "a continuing process of learning to love one 
another, which is hard work on the part of the individuals involved." 
The tendency on the part of the therapists to become confused when en-
gaged in co-therapy with a patient who is a master at self-deception. 
indicates that the need for guidance, understanding, and agreement on 
the supervisory level is paramount, in order to keep the two therapists 
alert to any manipulative measures taken by the patient to restructure 
the home situation. This is felt to be necessary so that the thera-
pists can utilize these divisive maneuvers as a therapeutic tool. Such 
can be accomplished only as the two therapists keep their own inner 
feelings in order, so that they can remain free to listen to the patient 
and understand what she is attempting to communicate. 
Findings related to the patient's ability to cope with stress 
situations also seemed significant. Apparently, the patient underwent 
a series of stress situations in her home without sufficient support 
to learn to cope with them. There seemed to be a progressive inability 
to handle stress, accompanied by an increasing development of defensive 
maneuvers, designed to protect her against the pain she was experienc-
ing in relation to lack of need satisfaction. This progressive inabil-
ity to cope with crisis situations eventually reached a climactic 
point in which a certain level of intolerance was reached that produced 
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a psychotic state. 
Similar stress situations in the therapy setting, following the 
development of a therapy relationship, seem to stimulate memories of 
symbolically related incidents in her earlier life. By reliving these 
experiences in the therapy relationship, in which an attempt is made 
to investigate the reality of the situation and to keep the current 
situation reality focused, the patient gains an increasing awareness of 
the feelings against which she has been defending herself. As the pa-
tient finds acceptance of these feelings in the therapy relationship, 
the feelings gradually become more acceptable to the patient and she 
can relinquish her former defensive mechanisms. Consequently, the 
energy which was formerly required to repress these feelings becomes 
free and is invested in more mature pursuits. 
This is thought of as a continuing, on-going process in the 
therapy relationship, as feelings associated with earlier stress situa-
tions are revived. An "overdose" or excess of stress, however, can be 
overwhelming to the patient and produce massive anxiety which leads to 
regressions in which the patient reverts to earlier modes of defending 
herself against these feelings. Similar regressive states may be in-
duced by restricting the patient so that she can no longer revert to 
her former modes of defending herself and she may resort to very prim-
itive modes of self-expression. In either case, these regressive 
states may be used in the service of therapeutic progression by helping 
the patient to learn to tolerate and accept these feelings. 
Regressive states seem to be further stimulated by the rela-
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tionship between the patient and the therapist. As the relationship 
develops, the patient becomes increasingly aware of the intimate feel-
ings she experienced in her earlier interpersonal behavior, but which 
have long been dormant and repressed because of their apparent un-
acceptability. Both the more affectionate and the more hostile feel-
ings, which she felt were responsible for early rejection (fantasied or 
real) and which seemingly produced tremendous feelings of inadequacy, 
are involved, 
The tremendous rage which the patient experienced toward her 
therapists seemed to be associated with her fantasies of superiority, 
which apparently was subtly induced by her parents but never realized. 
The patient was thus unwittingly led in search of a magical trans·forma-
tion which would turn her into this superior being that would entrance 
the world. The inability of the parents to perform this miracle seem-
ingly produced tremendous frustration, similar to that observed in 
tantrum-like behavior. This led the patient to turn to a life of 
fantasy for inner satisfaction. This deception seemed to be further 
stimulated by the inconsistencies of the mother-child relationship as 
experienced by the patient--the expression of very affectionate feel·· 
ings alternated by indifference or even perceived cruelty (Searles, 
1961). This unexplanatory change from "hot" to "cold" apparently in-
tensified her desires for a more intimate, symbiotic relationship, 
which again was not realized. This led the patient to an unending 
search and yearning for this intensive feeling, which had become very 
elusive and a vague "something" in her mind. The search compelled the 
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patient to attempt various means of satisfying this longing. In an 
effort to realize this idyllic state, the patient turned to both a life 
of fantasy and the arts as expressed in Bohemian living, but again \~ith­
out success. This inability to find fulfillment of this unrealistic 
state seemed to intensify the frustration experienced by the patient, 
causing further aggravation of her psychotic state. 
As these feelings and longings were aroused and frustrated in 
the therapy setting, they manifested themselves in tantrum-like epi-
sodes. Conflict between the two therapists tended to increase the 
frustration and intensify the chaotic nature of her behavior, since it 
seemed to increase the confusion within herself. Apparently, as the 
patient found acceptance of these feelings in the therapy relationship, 
she was able to express herself more directly without resorting to h1~r 
bizarre and confused behavior--an expression of her feelings in dis-
guised form. However, this was realized only as the patient actually 
relived and re-experienced these feelings in the therapy setting. 
This process involved a return to the primitive stage of mother-
infant relationship in which the patient experiences the early comforts 
of the infantile relationship together with a realization of the cur-
rent reality, namely, the unreality of her desires. This process is a 
very painful, arduous, and prolonged procedure, producing massive 
anxiety on the part of both the patient and the therapist (Savage, 
1961). The patient becomes fearful of actually being infantilized and 
subsequently rejected for her desire. The therapist becomes alarmed 
by her desires to care for and protect this "infantile" person and the 
accompanying feeling of being "trapped" in the relationship. Such a 
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procedure requires diligent watching over one's own feeling on the 
part of the therapist, so as to avoid either being carried away or 
scared away by these feelings. A trust in one's own competence on the 
part of the therapist, as well as in the patient's strength and poten-
tial for attaining a more adult reality, seems to be essential to such 
an endeavor. 
It is felt that this type of approach is very dependent for its 
success on its acceptance within the patient's environment, and the 
active participation of the personnel within the environment. Co-
therapy, it is felt, can be most helpful in bringing this desire for 
an intimate and exclusive relationship into the open, thus lessening 
the fears associated with it by providing an accepting atmosphere, 
Acceptance of these feelings eventually frees the patient to express 
both her affections and her hostility to either therapist without fear 
of rejection. As this bondage of fear is removed, the patient can then 
experience a new freedom in her search for her own happiness. 
Furthermore, it is felt that co-therapy requires a close and 
intimate working relationship between the two therapists, with an under 
standing of the dynamics involved, a tolerance of the feelings that 
are aroused as the patient finds increasing satisfaction and gratifica-
tion in her relationship with one or the other therapist, and a will-
ingness on the part of either therapist to relinquish his tie with the 
patient as she seems ready to move to a more mature relationship. The 
entire process appears to be a very natural procedure if viewed in its 
entirety. 
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The therapeutic process as visualized above has not been fully 
realized in relation to this case, and its effectiveness and utility 
can only be determined by its eventual outcome and further experimenta-
tion with single cases over extended periods of time. This is essen-
tially a life-long experiment. 
Evidence of the interrelatedness of the four factors--crisis 
situations on the ward, hazardous situations in the patient's personal 
life, hazardous situations in the therapy setting, and team conflict--
was not clearly established. However, the intensification of one 
factor seemed to have a significant bearing on the patient's reaction 
to the other factors (e.g., during the height of the conflict the pa-
tient tended to react more dramatically to other stress situations, 
and vice versa); and the intensification of one factor also seemed to 
aggravate or stimulate the state of the other factors (e.g., stress 
situations frequently tended to coincide with team conflict and crisis 
situations on the ward, one apparently stimulating the other). 
Recommendations 
Further investigation and experimentation in nursing therapy is 
recommended in the following areas: 
(1) The manner in which institutionalized mental patients at-
tempt to reconstruct the family constellation (therapeuti-
cally and pathologically) in the therapy setting and thus 
manipulate the personnel to re-enact his or her fantasy 
unwittingly, with a tendency to perpetuate the patient's 
pathology. Pathological attempts need to be recognized so 
that they may be interrupted and the patient provided with 
a corrective experience; and the more healthy aspects of 
the patient's endeavors need to be recognized so that they 
can be understood and supported in an undisguised manner. 
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(2) The manner in which personnel on the administrative level 
tend to interact, particularly when disagreements arise in 
relation to the appropriate therapeutic approach in co-
therapy; and the effect this has on the trainees engaged in 
co-therapy. It is meaningful to explore the manner in which 
such interaction may inhibit the learning process of the 
trainee, as well as the manner in which it may present a 
challenge to the trainee, and the over-all effect that it 
has on the organizational structure of the institution. 
(3) The significance and the evolution of the various phases of 
team conflict as portrayed in this study, in search of more 
effective means of interrupting or resolving the conflict, 
either by shortening or omitting any of the various phases. 
(4) The manner in which crisis situations (losses or new chal-
lenges) affect patient behavior in the therapy setting and 
the manner in which they may be used as effective thera-
peutic tools. This would involve assessment and evaluation 
of the type, size, timing, and frequency of the crises 
which the individual patient could learn to handle with the 
support of the therapist. This would provide him with an 
opportunity to experience mastery rather than crushing de-
feat, and permit him to resolve one crisis situation before 
plunging him into another (elements of all levels of pre-
vention are therefore possible). 
(5) The manner in which therapy relationships affect patient be-
havior and the degree to which the relationship should be 
geared to encourage the patient's regression to simulate 
early mother-child relationships, investigating both the 
effectiveness of this approach and its utility in view of 
the time and energy involved on the part of both the thera-
pist and the patient. Limit-setting within such a relation-
ship, to help the patient internalize these controls, also 
needs to be assessed for its long-term effect. 
Hypotheses 
The following hypotheses were formulated on the basis of the 
above findings: 
(1) Institutionalized patients have a tendency to attempt a re-
construction of the family constellation in the therapy 
setting, which if understood and appropriately handled can 
be utilized as an effective therapeutic tool. 
(2) Planned crisis situations of an appropriate nature and ppo-
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portionate size, with opportune timing and optimal frequency, 
if appropriately handled in the therapy setting can provide 
the patient with a therapeutic learning experience. 
The theory of planned crisis situations is limited, in that 
there are certain crises, such as developmental and accidental crises 
(Caplan, 1962), that are beyond human control, but must be taken into 
consideration and handled as they arise. However, there are other 
crises, such as losses (e.g., absence of the therapist and discharge 
from the hospital) and new challenges (e.g., new responsibility related 
to family care and job opportunities) which are within the jurisdiction 
of the therapist to manipulate within the therapy setting. The concept 
of manipulation of the environment, as it may be utilized in the field 
of psychiatry, is still a relatively unexplored area. 
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SUMMARY 
This is a case study in nursing therapy involving the total 
psychotherapeutic approach within an institutional setting, where a 
doctor and a nurse combine their efforts over an extended period of 
time in co-therapy with a borderline schizophrenic patient. 
The following trends were noted. First, team conflict appears 
to be the most crucial factor in its effect on patient behavior. 
There is evidence that the team tends to re-enact the patient's 
pathology--a fantasy of the family constellation and its conflicts 
experienced in the home--unless this is consciously interrupted. 
Through the restructuring of this conflict and its resolution in the 
therapy setting, the patient experiences a recapitulation of the con-
flict in the home in an emotionally corrective environment which 
enables her to resolve her own inner conflictual problem. 
Second, separation or threatened separation from the therapists, 
who have apparently become the key persons within her environment most 
intimately associated with need satisfaction, produces crisis situa-
tions in the patient's life. These crises appear to stimulate memories 
of symbolically related incidents in her life experience, which were 
not adequately resolved. Through repeated reliving of these experi-
ences in reality focused situations the patient is gradually able to 
relinquish her former defensive maneuvers and learn a more mature and 
healthy manner of coping with such stress situations. 
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Third, while critical events in the patient's personal life 
appear to be significant, they appear to be too remote when the patient 
is institutionalized for her to react to them directly. However, there 
is a tendency for the patient to relive these experiences in the 
therapy relationship and attempt to resolve them in this manner. 
Fourth, no significant evidence of association between crisis 
situations on the ward and patient behavior was noted. However, all 
of the stress or crisis situations (i.e., crisis situations in the itn-
mediate environment, critical events in her personal life, critical 
events in the therapy setting, and team conflict) appeared to be closely 
interrelated, each aggravating or stimulating the other and thus in-
creasing their effect on patient behavior. 
I 
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APPENDIX 
The categories of behavior, as used in the tabulation of crisis 
situations on the ward, were based on the types of behavior described 
in the 24-hour ward reports. They were set up as follows: 
Category of 
Behavior 
1. Anxiety and 
Agitation 
2. Depressive 
Behavior 
3. Demanding and 
Accusatory 
4. Disorganized 
Behavior 
5. Hostile Verbal 
Outbursts 
6. Assaultive 
Behavior 
7. Incontinence 
8. Seclusion 
9. Escapes 
10. Suicidal 
Behavior 
Type of Behavior as Described in the 24-hour 
Ward Reports 
Anxious, tense, restless, pacing, agitated, 
overactive, frightened, panicky, nervous, 
upset, hostile, angry. 
Depressed, crying, tearful, self-isolated, 
preoccupied, sullen, noncommunicative. 
Making numerous demands, accusing others o:E 
maltreatment, etc., fear of food poisoning, 
suspicious, complaining of others. 
Disheveled, inappropriate behavior, confused, 
halucinating, bizarre, disturbed, delusional. 
Raising voice, yelling, screaming, loud 
hostile outbursts. 
a. Environmental--banging furniture or walls, 
throwing furniture, destroying property. 
b. Physical--kicking, spitting, hitting, 
etc., if directed toward another person. 
Wetting or soiling clothes or bed clothes. 
a. Placed in open seclusion. 
b. Placed in closed seclusion. 
a. Attempted--any attempt on the part of the 
patient to leave the hospital or ward 
without permission, but thwarted~ 
b. Successful--patient succeeds in leaving 
the hospital. 
a. Threat--suicidal preoccupation or threat, 
patient on regular checks or specials to 
check for suicide. 
b. Any attempt made to commit suicide either 
in the hospital or day prior to admission. 
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TEAM CONFLICT--A RECAPITULATION OF CONFLICT IN THE HOME 
A Descriptive Clinical Case Study in Nursing Therapy 
(Library of Congress No. Mic. 63 
Gertrude Isaacs, D.N.Sc. 
Boston University School of Nursing 
Major Professor: June Mellow, Assistant Professor of Nursing, 
Psychiatric Nursing Department 
This is an exploratory study involving the total psychothera-
peutic approach within an institutional setting, where a psychiatric 
resident and a doctoral student in nursing combine their efforts over 
a period of two years in co-therapy with a borderline schizophrenic 
female patient. 
Graphs and tables of major events in time sequence are used to 
investigate the relationships between crisis situations on the ward, 
emotionally hazardous situations in the patient's personal life, emo-
tionally hazardous situations in the psychotherapy setting, and critical 
events in the therapeutic team conflict, as they coincide with the dis-
turbed behavior exhibited by the patient. Significant comments made by 
the treatment team, their advisors, and the patient are used to elab-
orate on the interactions and reactions. 
The four following trends are noted. First, team conflict ap-
pears to be the most crucial factor in its effect on patient behavior. 
The findings suggest that the therapeutic team members tend to re-enact 
the patient's pathology--a fantasy of the family constellation and its 
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conflicts as experienced in the home--unless this is consciously inter-
rupted. Through the restructuring of this conflict and its resolution, 
the patient seems to experience a recapitulation of the home conflict 
in an emotionally corrective environment which enables her to resolve 
her own inner conflictual problems. The team conflict and its resolu-
tion appear to fall into the following phases of rather distinctive 
patterns of behavior on the part of the team members listed in time se-
quence as: avoidance, appeal to authority, nihilism, conceptualization, 
stabilization, dissolution, direct opposition, dormancy, and inner 
resolution. 
Second, actual or threatened separation from the therapists, 
who have apparently become the key persons within the patient's environ-
ment and who are most intimately associated with need satisfaction, 
produces crisis situations in the patient's life. These crises appear 
to stimulate memories of symbolically related incidents in the patient's 
life experiences, which were not adequately resolved. Through repeated 
reliving of these experiences in reality focused situations, the pa-
tient is gradually able to relinquish her former defensive maneuvers 
and learn a more mature and healthy manner of coping with such stress 
situations. 
Third, while critical events in the patient's personal life ap-
pear to be significant, they appear to be too remote when the patient 
is institutionalized for her to react to them directly. However, there 
is a tendency on the part of the patient to relive these experiences 
in the therapy relationship and attempt to resolve them in this manner. 
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Fourth, no clear-cut evidence of direct association between 
crisis situations on the ward and patient behavior is noted. However, 
all of the stress or crisis situations (i.e., crisis situations in the 
immediate environment; critical events in her personal life, in the 
psychotherapy setting, and in the team conflict) appear to be closely 
interrelated, each aggravating or stimulating the other and thus in-
creasing their cumulative effect on patient behavior. 
study: 
The following hypotheses are formulated on the basis of this 
1. Institutionalized patients have a tendency to attempt a 
reconstruction of the family constellation in the therapy 
setting, which if understood and appropriately handled can 
be utilized as an effective therapeutic tool. 
2. Planned crisis situations (i.e., crucial administrative 
decisions) of an appropriate nature and proportionate size, 
with opportune timing and optimal frequency, if appropri-
ately handled, can provide the patient with a therapeutic 
learning experience. 
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